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The Health of the Whole Man 


RETHINKING THE MINISTRY OF HEALING WITH SPECIAL 
REFERENCE TO THE REPORT OF THE HEALTH SURVEY 
AND DEVELOPMENT COMMITTEE 


(Bhore Commission Report) ¢ 

By Ds. E. S. Cuettappa, M.B., B.S., Medical Superintendent, 
Mission Hospitals, Mathurai 
PART Il. THE REPORT 


Certain events and forces conspire to make people think. Men and 
institutions are subject to the inertia of established patterns of thought 
and action till such events and forces drive them to the necessity of 
thinking and acting in a new and different way. Ever since the pioneer 
Missionary Doctors started their work in different parts of India the 
Christian Ministry of Healing has progressed along certain fairly well 
defined and uniform lines. Mission Hospitals in the country are in the 
main similar. The family traits are easily discernible though age and 
circumstances may differ. The keynote of the work of these 
institutions may be summed up in three words viz. Christian Medical 
Relief. This relief work was first started primarily as a means of 
conversion to Christianity. Such work was of course characterised by a 
strong Christian spirit of love and pity for the suffering. At a later 
stage the Ministry of Healing has been interpreted not merely as a means 
for evangelization but as an integral part of evangelization and an expression 
of Christ’s love for the sick and suffering without which our Gospel 
would be incomplete. The work of the Mission hospitals and dispensaries 
has however been from the beginning mainly one of medical relief, in 
other words, giving relief to people suffering from various bodily ailments. 
I am not overlooking the fact that Medical Missions have been pioneers 
in the field of Medical and Nursing education. We educate our men and 
women only to give relief to the sick. We are now faced with the truth 
that merely to afford medical relief is a very inadequate concept of the 
Ministry of Healing to which we are called. However efficient our 
professional work may be, even though our Hospital and Dispensaries 


® Presented at the Medical Conference, Kodaikanal, May 22-23, 1950, 
t Formerly appeared in The Guardian, Republished by permission. 
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may spread into every nook and corner of this wide land we are faced 
with the truth that we have been merely trying to give relief, whereas 
our Master Jesus Christ deliberately set Himself to heal the whole man 
and to teach men how to keep themselves whole and holy. 

What are the events or forces that are stimulating us to think anew 
our concepts of the ministry of healing and to recast our plans for future 
work? ‘Three important events come to mind immediately: (1) Like 
other countries of the world India is faced with the enormous ‘ask of 
postwar reconstruction and one of her most important problems is the 
health of her people over 400 millions in number. (2) The emergence 
of India as a free and independent nation, hailed as the potential leader 
of Asian countries makes her painfully conscious of the innumerable 
sore parts in her body. She simply must do something about these sore spots 
and not the least of them is the poor health and vitality of her people. 
(3) The inauguration of the Church of South India coming as it did 
close on the heels of the declaration of Indian Independence is an event 
of even greater significance for Christians. The new church is faced 
with great problems but with great opportunities too and the opportunity 
for more effective witness in the twin ministry of healing and preaching 
the Word of God calls for a fresh examination of objectives and 


The Bhore Commission Report 

As part of the preparation for postwar reconstruction the Government 
of India appointed a Health Survey and Development Committee. The 
report of this Committee was published in 1946 and it is the most author- 
itative and comprehensive document available on the problems of health 
and medical relief in India. While this Committee comprised the most 
distinguished men and women available in India for its task, its report 
is of particular significance to us in that the Chairman Mr. Joseph Bhore 
is a distinguished Indian Christian civilian and two outstanding Indian 
Christian women and one veteran medical missionary served in the 
Committee-——I refer to Lady Amrit Kaur, Health Minister in the Central 
Government, Dr. Hilda Lazarus, Director of the Christian Medical College, 
Vellore and Sir Henry Holland. A careful study of the findings and 
recommendations of the report is obviously very essential in any planning 
for the future of Medical Missions in India. It is not possible within the 
compass of a short address to summarise even the summary of the 
Committee's report which forms Vol. IV of the full report of four volumes. 
I shall confine myself to some aspects of the report which need the 
particular attention of those connected with Christian Medical Missions. 


Revealing Statistics 

While we are generally aware of the immensity of the health problems 
and health needs of our country, the comparative statistics given in the 
report for India and the more advanced Western countries give us an 
arresting and definite picture of these problems and needs. Below are a 
few of these figures: 
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TABLE I 
General death Infantile 
rate (1937) rate (1937) 
Per 1000 inhabitants per 1000 live births 
New Zealand... 31. 
Australia one ons me 38 
India 224 162 
TABLE Il 
Expectation of life at birth 
Males 
New Zealand... ese 65°04 67°88 (1931) 
Australia eee eee 6348 67:14 (1932.34) 
India eee eee 26°91 26°56 (1921-30) 


About 200,000 women die every year in India (excluding native states) 
from causes associated with pregnancy and childbearing. About 4 million 
women suffer from varying degrees of debility as a result of the same 
causes. 

At least 100 million persons suffer from malaria every year, with 
an annual mortality of about 2 millions. 

About 2.5 million active cases of tuberculosis exist in the country 
with an annual mortality of 500,000, 


Available Health Services 

In the United Provinces one hospital or dispensary serves an average 
population of 185,626 distributed over an average number of 224 villages. 

Average time given to a patient in a government dispensary is 48 
seconds to one minute. 

Total number of hospital beds in India is 730,000 for a population 
of 400 millions. 

India. U.K. U.S.A. 

Number of beds per 1,000 population 0.24 7.14 10.48 


Emphasis on Preventive Work 

The report stresses that the health programme must from the 
beginning lay special emphasis on preventive work. This fundamental 
truth which has never been disputed, has nevertheless received scant 
recognition in practical application in the past by the Government and 
still less by missions. The missions have turned their attention away 
from preventive work to the care of the sick, partly because curative 
work produces more immediate and tangible results. Curative work does 
not however tackle the problems of health and disease in a basic way. 


Medical relief and health care of Village Population 

The report while recognizing that 90°, of India’s population live 
in the villages and that India owes an immense debt to the tiller of the 
soil, deplores the fact that it is the rural population that has been most 
neglected in the matter of medical relief and health care as in other 
matters also. Adequate health services should therefore be placed as close 
to the people in the villages as possible. 
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Health Education and Propaganda 

The Committee realizes that unless the people themselves feel the 
need for health and have some understanding of the conditions for 
healthy living no organisation can succeed in raising the standard of health 
of the people. Its programme for health education includes the practical 
training of school children from the earliest stage, devoted to the formation 
of health habits and the promotion of personal hygiene. The low standard 
of personal and environmental hygiene met with in many schools lead 
to the conclusion that something is wrong with the content of the 
syllabi and the methods of teaching hygiene both in training institutions 
for teachers and in schools for children. The use of all modern methods 
of propaganda including the radio and audio-visual aids and the setting 
up of permanent health museums in the larger towns are among the 
other measures recommended for, spreading health education among the 


Reorganisation of Medical and Health Services 

Keeping in mind the serious health situation of the country as revealed 
by statistics and in order to try to achieve some of the main objectives 
as mentioned above, the report recommends a reorganisation of the medical 
and health services of the Government. Till now, from the provincial 
headquarters down to the village unit these two services have been 
separate. Some at least of the ineffectiveness of public health work can 
be traced to the separation of these two departments. The report recom- 
mends that these services be united under one provincial Director of 
Medical Services and Public Health and that the union extend down to 


the village unit. 


Short Term Programme 

For each district, the commission has drawn up a long term pro- 
gram and a short term program for the extension of medical relief and 
health work in urban and rural areas. The long term plan which is 
called the three million plan because it is planned to cover 3 million 
people in each district, visualizes what should be our goal for the rather 
distant future. The short term program is a plan of what could be 
attempted during the first two five-year periods. The long term plan 
may appear to be Utopian, but the short term plan which is generally 
applicable to the Government Health organisation could be taken as a 
pattern, certain features of which could be adopted with modifications 
in the planning of future Christian medical work in India. 


Primary and Secondary Units 

The medical work in cach district is divided between graded units 
called primary and secondary units, under, a District Health Centre situated 
at the district headquarters. The significant feature of these units is that 
each combines in itself both curative and preventive activities. The primary 
unit is the one nearest to the village. It is planned to serve a population 
of 40,000 distributed over several villages. The unit is run by two 
doctors, a man and a woman, assisted by an adequate number. of sick and 
public health nurses, midwives, dhais and sanitary inspectors. The public 
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health nurses, midwives and dhais are distributed over the villages served 
by the primary unit. These villages are grouped for administrative purposes 
into four circles. The woman doctor looks after the health of the women 
and children of the Unit, visiting them in their homes when necessary, 
runs child welfare centres and antenatal and postnatal clinics and is in 
general charge of the maternity work of the unit. The other doctor in 
addition to his duties in the dispensary attached to the Primary Health 
Centre, plans and supervises public health and sanitation work in the 
villages of the unit, visits the sick in their homes when necessary, follows 
up cases treated in the dispensary or bigger hospitals, directs health 
education and propaganda among the villagers and directs also the health 
activities of school children in boys’ schools. Attached to the primary 
health centre is a dispensary with two beds for maternity cases and two 
beds for general emergency cases. According to the short term plan, 
there should be one 50 bed hospital serving four primary units during 
nom carga with suitable laboratory and other diagnostic 
ilities. 

The Secondary Unit is only 1 larger edition of the primary unit 
and has in addition to its higher qualified health staff a well equipped 
hospital of 200 to 500 bed capacity. It will correspond to a revenue 
taluk for administrative purposes. Supervision of the remedial and pre- 
ventive work of the primary units will be exercised by the corresponding 
Secondary Centre and the latter in turn will be under the supervision 
of the District Health Centre. 


Other recommendations including medical and nursing education 
Specific recommendations are made in the report for maintaining 
special services for the prevention and treatment of malaria, tuberculosis, 
mental diseases, leprosy etc. Regarding medical education the majority 
of the Committee favour one uniform basic standard of training corres- 
nding to the present degree course in medicine and surgery. A minority 
tema in mind the acute shortage of doctors favour a continuance of 
the shorter licentiate course also for the present. The syllabus of the 
medical college should be so planned as to turn out the “Basic Doctor” 
equally trained and qualified in the practice of curative and preventive 
medicine, in order to serve the needs of the primary units in the rural 
areas, 
It is interesting that the Committee though it recommends one uniform 
minimum standard for doctors favours the training of two grades of 
nurses Junior and Senior. These correspond to the vernacular and 
higher grade nurses courses as approved by the C.M.A.I. Nurses Examining 
Board. In addition the committee also favours post graduate courses in 
nursing administration and teaching and a five year degree course in 
nursing. This college of nursing giving the five year degree course 
could also provide an advanced course for training public health super; 
visors. Regarding male nurses, the report says: “Owing to the existi 
social conditions and customs in certain parts of India, male nurses will 


have to play an important part in the health programme. Male nurses and 
male staff nurses should be trained and employed in large numbers in the 
male wards and male outpatient departments of public hospitals, thus 
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releasing women workers for other work. . . .” The report stresses the 
inadequacy of midwives both in number, and quality. We have only 
5,000 midwives in India where we need 100,000. We need more and 
better centres for the training of midwives. The training of dhais as 
an interim measure to tide over the acute shortage of nurses is also 
recommended, though with some hesitation. 


PART Il. APPLICATION TO CHRISTIAN MEDICAL MISSIONS 


Is it not time that we replanned the work and staffing of our hospitals 
and dispensaries so that many of them may cease to be merely remedial 
or relief centres and become health centres for the radiation of health to 
the people around? Should not our work be recast more after the primary 
and secondary units pictured in the report? Medical evangelism is bound 
to be more effective if dispensary and hospital work is coupled with 
follow up and preventive work. Thereby we shall be taking Health and 
God to the people whom we seck to serve. It is only thus that the twin 
ministries of healing and preaching the Gospel could be combined in the 
work and witness of the Christian medical evangelist. Sharing in follow 
up and preventive health activites in and close to the homes of the 
people, helps the Christian doctor and nurse to make personal contacts 
far more valuable than many hurried ward rounds in the hospital. This 
is the only way to care for the health of the whole man—body, mind 
and spirit. 

Pioneering in preventive work 

Christian missions have been pioneers in this country in every sphere 
of service including medical relief and medical education. It is time 
that Christians pioneered in demonstrating how preventive health work 
could be combined with the well established curative work of our hospitals 
and dispensaries. We could set an example to the Government, as we 
have done in other fields, how this scheme of their commission could be 
worked successfully by Christian workers filled with a spirit of love and 
service, for, in no other spirit can this work of healing and preventing 
disease be undertaken. The feeling has been growing in me that there 
is little justification for Christian hospitals in big cities unless they are 
connected in some way with the villages. The big city hospitals need 
to be linked up with one or more primary units of the kind described in 
the report. Mobile units attached to city hospitals have a place, especially 
for health propaganda and antenatal and postnatal and child welfare services, 
but their value is very limited unless there are also the permanent primary 
units established in the rural areas, We need some of the best doctors and 
nurses to go out from the city Hospitals to serve in the primary units. 
While stating this need it is well to realize that few such will go 


unless they are provided with decent living quarters and adequate facilities 
for work, 


Care of mental patients 

Turning to the Committee’s recommendations on some of the more 
specific problems, it rightly stresses the need for, greater attention to the 
care of mental patients. This is a challenge to Christian Medical Missions. 
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Psychiatric medicine is a much neglected speciality in India, and none is 
more fitted to specialize in this work than the Christian doctor. There 
is not a single mental hospital in India run by any Christian Mission, 
though there are plans for two. It is very desirable that more Christian 
doctors in India turn their attention to the study of psychiatric medicine. 
It may be possible for any psychoanalyst to analyze and to find out the 
underlying cause of a sick mind, but it needs a Christian psychiatrist to 
say the healing word that could bring unity and harmony to a divided 
and conflicting personality. 


The care of Leprosy patients 

Practically all the work in the field of leprosy relief in India has 
been carried on in the past by Christian missions, especially through the 
Mission to Lepers. (High time we changed its name!) There is a feeling 
of fear and aversion towards leprosy patients even among Christian doctors 
who do not easily volunteer for work in leprosy settlements. This fear 
is very unfortunate and ill founded, considering that leprosy is less 
infectious than tuberculosis. Perhaps the whole general attitude of the 
people and doctors towards these patients may change more quickly if 
general hospitals and dispensaries began treating leprosy patients in the 
same way as any other, patients, with of course the usual elementary 
precautions needed in the care of infectious and contagious diseases, 


Male Nursing in India 


The finding of the Committee on the need for male nurses in India 
is very significant. We have 7,000 nurses in India where we need a hundred 
times that number. What is more evident than that in India where 
women do not as yet take kindly to the nursing profession and sex 
distinctions are so sharp, that young men who are willing should be 
pressed into service. For the sapae reason according to the Committee’s 
report for many years to come we should employ male nurses in our 
hospitals to look after male patieots, releasing women nurses for looking 
after the women and children. Even in more advanced countries like 
England and Australia recently there is increasing recognition of the 
usefulness of male nurses. Apart from the town hospitals, the male 
nurses will be found indispensable for pioneering work in the proposed 
primary units in rural areas both for sick nursing and public health 
nursing. Male nurses as a class deserve greater encouragement than they 
have been receiving till now. 


Need for co-operative planning 

As we face the various problems and opportunities that lie before 
medical missions in India the need for co-operative planning and worki 
becomes more’ and more obvious and urgent. Church union in Sou 
India has made easier the co-operative planning of medical mission work, 
till now carried on independently by the component churches and missions. 
There is no reason why this co-operative planning cannot be extended 
to cover, also the work done by other churches which have not yet joined 
the union, I dare say that doctrinal differences should not prevent 
co-operation in the ministry of healing. In this way, in each area a rough 
pattern of primary and secondary units could be worked out so that the 
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church could more effectively carry its message of healing and healthful 
living to the people in towns and villages alike. 

The urgent need for co-operative planning by missions becomes obvious 
when we consider the comparative meagreness of our resources in men 
and money, and the increasing demands made on our institutions with 
the rapid progress of modern medicine, and the high cost of commodities 
and labour. Our limited resources have to be pooled, distributed and 
redirected in such a way that they might bring the best possible dividends 
in terms of the abundant life that we shall be bringing to the people 
we serve, and not merely in the amount of physical suffering and disease 
that we shall be helping to relieve. 


Need for increased help from Supporting Missions 
Speaking of our resources, there is a dangerously wrong idea in some 
that because India is now an independent country the Indian 

Church should stand on its own legs from now on, and should not look 
for leadership and financial help from foreign missions as before. There 
‘was no time when the Indian Church (and the Indian Government too!) 
needed more help in personnel and money from better placed countries 
like America than the present. Foreign missions have through the course 
of years, built up institutions large and small, whose maintenance cost 
a — deal of money, and it is not fair to expect them suddenly to become 
ing. The question is sometimes asked “what is India doing 

help herself?” Anyone who knows anything about the economic 
pry of Indian Christians and the working of our Mission institutions 
will realize that India is contributing a very great deal in fact the major 
part of the support of these institutions. It will be a severe blow to the 
work built up by pioneer, missionaries if today foreign missions think that 
they should rapidly diminish the grants that they have been making for 
the support of these institutions. On the contrary the need will be during 
the next few years any way to increase the help to these growing institutions. 
In any replanning, all that is of greater value needs to be conserved and 
developed through increased help, even if some work of lesser value has 
to be reorganised. A few missionaries, and perhaps a few Foreign Mission 
Boards may also be feeling that now that the Indian Church is coming 
into its own, it is time they stepped out. To such I would say that the 
young church struggling to find its legs and grateful for all that it has 


received in the past from Missions still needs the help of missionaries who 


will be leaders and not followers, and at the same time true servants of 
the people, not masters. With Foreign Missions I would plead “Please 
keep on sending them out the best that you can.” 


The Church and the Ministry of Healing 

« foe great regret there fo sot closer relationship 
between the local Churches and the medical work carried on in the 
areas covered by these churches. The fault lies on both sides, and in 
the general misconception that the work of healing belongs exclusivel 
to the doctors, nurses and other medically trained workers. There will 
be greater opportunities for the local congregations to work with medical 
workers when preventive work and health propaganda take a more 
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important place in the program of medical centres. Above all when doctors 
and nurses, as well as pastors and laymen and women follow the example 
of our Lord, and of our early Church fathers and unite in praying for 
the sick, the Christian Ministry of Healing will be lifted up and made 
unique in its witness to the great physician, our Lord Jesus Christ. The 
wonderful example of Bishop Packenham-Walsh, working and praying 
in co-operation with medical workers needs to be followed by earnest 
Christians, individually and in groups, so that every Christian medical 
centre has a band of devoted men and women sharing its work of prayer. 


Christ centred training in Medical Colleges 

We should also hope that our two Christian medical colleges at 
Vellore and Ludhiana will send out Christian doctors, whose scientific 
training has been given in the background of Christian Faith, and who 
will be commissioned by Jesus Christ Himself so that as they work and 
pray, they may witness to His power and redeeming Love. It is also 
very necessary that our Medical Colleges should help Christian students 
to study the life and teachings of our Lord with special reference to His 
work of healing the body, mind and spirit. 


Our great purpose—to spread the gospel of the Redeemed Life 

In all that we do and plan for the future our efforts must more 
and more be directed towards the emancipation of the whole man, That 
is evangelism. That is the Ministry of Healing in the fullest sense, as 
Christ conceived it. We are primarily called to teach and to demonstrate 
the way of healthful and holy living. Physical healing is only incidental 
to this task, a partial expression of this total purpose. It is wrong and 
wasteful for us to think that the care of as many of the sick as possible 
in this vast land should be our primary concern. To take to the people 
the gospel of the redeemed life—redeemed in body, mind and spirit should 
be our primary responsibility. When we use our limited but consecrated 
resources towards this greater task, though it may be that we are not 
- able to run all the hospitals and dispensaries we have been running in 
the past, God will bless and multiply our efforts because we shall be 
working with Him to extend the frontiers of His Kingdom. 


Fundamental Relationships Between Religion 
and Medicine for Medical Missionaries’ 


Eart A. Looms, Jr., M.D. 


As medical missionaries well know, the Church has not always accepted 
medical missions as basic and indispensable. Rather, for a long time 
the medical missionary was viewed as something less than a missionary, 
and the overseas medical enterprise was regarded as a distraction or even 
a perversion of the true purpose of missionary endeavor. Little by little 
these attitudes were altered as consecrated physicians proved their value 
on the field, first to the peoples to whom they ministered and later to 
their constituency in the land of their origin. This gradual approval made 
possible the continued support and increasing extension of hospital services 
and later training programs for nationals. In most cases these efforts 
were rewarded far beyond expectation, and facilities have never kept pace 
with the demand of the field. The contribution of the medical arm 
of the mission usually did not stop with influencing merely the healing of 
physical disease, but rather made its impact upon the total physical and 
spiritual life of the individual and the community. It will quite generally 
be admitted, therefore, that pragmatically, medical missions have established 
their value in the total scheme of the Church’s program of extension. It 
is almost banal to dilate upon this fact, since the main purpose of this 
address is to approach a more fundamental and more philosophical aspect 
of the relationship between medicine and religion. 

Were it not for the long history of antagonism between science and 
religion, my approach would probably be much shorter. However, history 
is a part of life and must be reckoned with. Whether we like it or not, 
the past is implicit in the present and anachronisms persist in our 
unconscious, if not in our conscious attitudes toward these two vitally 
important areas of human life. If one goes back far enough, one finds 
healing and priestcraft in close juxtaposition, usually combined in the 
person of one individual who might in addition be lawgiver. With the 
passage of time, separation gradually occurred until the healing arts were 
vested in a rudimentary medical profession and the dealings with the 
supernatural in the priestly calling. However, the almost omnipresent 
nature of religious superstitions and beliefs in both patient and therapist 
made for, a constant intermingling of religion and medicine in diagnosis 
and therapy. This was present in the early care of the mentally ill and 
epileptics in the Greek spas, later among the orthodox Jewish physicians, 
and still later in the early hospices and hospitals of the Church. In those 
days medicine was primarily an art, and the approach was largely classical 
and traditional rather than empirical and scientific. Only relatively late 
were religions and traditional presuppositions questioned, when physicians 
began to open their eyes and critically examine and re-examine the human 
body and mind and their connections with the natural world. The rise 


1 Read at the Twentieth Annual Conference on Medical Missions, on May 14, 
1950, at Riverside Church, New York. Dr. Loomis is a member of the faculty of the 
University of Pennsylvania School of Medicine (Philadelphia) in the Department of 
Psychiatry. 
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of naturalistic curiosity inaugurated enormous advances in scientific and 
medical knowledge, ad almost weekly new discoveries were made and 
new hypotheses propounded, each soon to be superseded by fuller dis- 
coveries and more satisfactory theories. In this march toward a rational 
and pragmatic understanding of the nature of man, many clerical toes 
were trod upon. At first these advances met such harsh opposition from 
the Church that their conclusions had to be held in secret and tongue-in- 
cheek recanting was the order of the day. Later, open rebellion against 
the Church and frequently defiance of large portions of her, credo seemed 
to be the price of scientific advance. Despite this, many devout churchmen 
continued to be scientists, and many great scientists continued to cling 
to their Christian faith, holding to a Christian Weltanschauung despite 
their espousal of a naturalistic Weltbild. In other words, their belief in 
God as Creator and Sustainer of the universe did not default before an 
understanding of the heliocentric concept of the solar system or the possibility 
of organic evolution. Nevertheless, as the presence of numerous volumes 
on the subject will confirm, science and faith were forced to take opposite 
sides in a long battle which, unfortunately, is still at a stalemate. 

The same cleavage occurred between the religionist and the carly 
psychiatrists. To explain man’s mental processes on the basis of biological 
and psychological science was viewed by the Church as a further assault 
upon her domain. Having robbed her of man’s body, was science now 
to purloin even his soul? So from the start early psychiatrists were viewed 
with suspicion by the Church, usually for daring to propound such 
atrocious heresies as the medical basis of epilepsy and the psychogenesis 
of hysteria, a contradiction of the medieval concepts of demon possession. 
With the advent of psychoanalytic understanding, the rift was widened, 
because much in religion was regarded by the ardent and eager young 
analysts as a neurotic residue, and indignant churchmen saw in analysis 
an insidious enemy of faith and morals. This brings us almost to the 
present. We might well expect the current picture to be a gloomy one, 
based as it is upon this history of contention and strife. However, there 
are and have been a few encouraging sequels to this discouraging account. 
One bright note persisted throughout and has already been alluded to— 
there have always been scientists whose faith was so strong that they 
could face apparent contradictions and discrepancies between their faith 
and their science without wavering in either. How each solved his 
conflict would be a rewarding subject for research. The few cases that 
have been studied make fascinating reading. Anyone interested could 
well devote time to Zilboorg’s “History of Medical Psychology” which 
is replete with notable examples. 

Recently resolution of the conflict has been approached from the sides 
of both religion and medical therapy. From the side of medicine, the 
new concept of psychosomatics has opened wide the door of inquiry 
regarding the interdependence of emotions and bodily changes and has 
indicated its interest in man’s feelings and concerns, his hopes and his 
fears, his loves and his hates, and their, relevance to his total health. 
Obviously, when such an attitude is adopted, there is not merely a place 
for religion, but a new impetus for understanding man’s highest: loyalties 
and the role of faith in health and disease. Even faith healing, which 
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was discredited in the last century, has been made a respectable area of 
research. Psychiatrists and psychoanalysts have openly and frankly ad- 
mitted their personal and professional interest in religion, many viewing 
a healthy faith as a source of healing in the lives of patients and as an 
effective protection against many emotional ills. Others have concentrated 
upon a study of the ways in which religion has been misused or aspects 
of it which detract from emotional health, thus contributing an invaluable 
critique of the practical effects of religion misapplied and distorted. This 
interest is still rising, and it is noteworthy that in conferences between 
psychiatrists and clergymen, the former frequently manifest the most 
intense interest in both the structure of religious doctrine and its practical 
application to human needs. 

From the side of the Church, the reconciliation has been attempted 
through a humble restudying of Christian dogma and practice in the light 
of the new knowledge of psychodynamics and through a pastoral applica- 
tion of newly won techniques in interpersonal relations. Ministers have 
eagerly sought opportunities for reading, conferences, and internships in 
the fields of medicine and psychiatry. The sharing and cross-pollination 
that has occurred through these reunions has led to an understanding 
which has made for much fruitful team work. Today there are ministers 
who understand how a parishioner feels under the influence of morphine, 
after a major surgical operation, or following a severe infectious illness. 
They know the psychodynamics of bereavement and often can make an 
effective tentative differential diagnosis between a normal grief reaction 
and a psychotic depression. Likewise, more and more physicians are 
aware of the importance of religion in the lives of their patients and in 
their own lives. They are beginning to see the value of understanding 
something of comparative religions and to be able to judge effectively 
between healthy and pathological religious behavior. It would be an 
exaggeration even to suggest that these advances toward reconciliation are 
universal, There is, however, a growing awareness in the ranks of both 
medicine and the ministry of the existence of such attitudes and a growing 
curiosity about and respect for them. 

It is noteworthy that this resume has briefly reported a complete 
cycle. We began with the priest and the healer represented in one person, 
in other words with an almost indistinguishable confluence of religion 
and medicine. We saw them gradually separate, medicine casting off 
religious shackles and religion repudiating the scientific upstart. Today 
we are seeing a return to a realization that man is a unity and cannot 
without detriment be divided or compartmentalized. As religion and 
medicine both see themselves as impinging upon the same person, namely, 
the patient or parishioner, they have begun to grasp the truth that was 
intuitively known by the witch doctor, the country doctor, and many 
faith healers. 

To say all this is to approach the spheres of both religion and medicine 
from the purely phenomenological point of view. To the Christian, 
however, man is a product of nature and history—but he is something 
more. To the Christian, religion is a social institution and a psychological 
force—but it is something more. There is a relevance to a natural theology, 
but there are limitations beyond which it can never carry us. Therefore 
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the Christian must inevitably turn or return to Biblical or revealed theology. 
He sees in the Bible God’s revelation of Himself in His dealings with 
His people in history and most notably in the Incarnation. Throughout 
the Judeo-Christian tradition, there had been a growing development of 
the concept of the value of the individual in the eyes of God and a 
progressive discernment of the ethical value of humaneness and brotherly 
love. These pre-Christian yearnings and gropings found their ultimate 
and perfect fulfilment in the person of Christ and through His work 
and teaching were imparted and transmitted to all who knew and would 
hear Him. It was only Jesus who could speak the unqualified message of 
God’s love, because to proclaim this message required a messenger, who 
was both human and divine. The kind of love which Christ embodied 
and taught was something utterly revolutionary to the ancient world. 
It is so even today. The result is that it has been only partially under- 
stood and even less wholeheartedly applied. But such a potent remedy, 
even in homeopathic doses, could not fail to effect widespread changes 
in the health of individuals and groups. It is surprising to discover in how 
many ways the derivatives of Christian love have influenced individuals 
and society within and without the Church, and it is startling and always 
humbling to discover the sincere and effective practice of Christian virtues 
by many who seem unaware of their author. Certainly many, if not 
most, of our humanitarian reforms and our popular conceptions of fair 
play stem from religious teachings and, in the case of Christian love, 
inevitably from Jesus. It is somewhat disconcerting to discover how many 
physicians have intuitively discerned, without selfconsciously being aware 
of the Christian origin of their understanding, that man does not live 
by bread alone and that the soul as well as the body requires attention. 

The unique contribution of the Christian idea of love is its emphasis 
upon respecting the object as an individual in his own right and loving 
him for his own sake. This is in contrast to all pagan and purely 
rationalistic concepts of love as gratification of the lover and even excels 
the highest stage of “object love” as studied by psychoanalysis. This is 
the sort of love God has for man and as such embodies His guaranty of 
the freedom of the loved one. This is in contradistinction to much possessive 
and controlling affection that passes for love. Someone has truly said, 
“To love is to give freedom.” This sort of love is admittedly an ideal 
and is experienced only in individuals of the most mature character 
psychologically and spiritually and then, no doubt, only at times. However, 
it remains as a standard against which all inferior sorts of love may be 
measured and toward which each of us may look for inspiration and 
guidance. It was Jesus who taught us that this kind of love was charac- 
teristic of God and that His merciful forgiveness had none of the limitations 
which we humans are so wont to impose upon our concepts of the Deity. 
It was this kind of love that made it possible for our Lord to live and 
teach as He did and to die and rise from the dead. It is this kind of 
love which, invested in the living Church, has continued Christ’s ministry 
throughout the ages. 

As Jesus said in Mark 3:14, 15, His ministry and mission was two- 
fold—to preach the Gospel and to heal the sick. Herein is indeed embodied 
in one sentence the two-fold function of the missionary doctor. Certainly 
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the medical missionary today is blessed with a dual opportunity for service, 
and perhaps this branch of Christian service fulfills more completely than 
any other Christ’s command. The medical missionary who is aware of 
his function sees man in all his need. He sees him wracked in body and 
mind by sin, suffering, and the threat of death. Like his Lord, the 
medical missionary has compassion and through God's grace possesses love 
for the most miserable and helpless people. He is ready, willing, and able 
to apply his medical knowledge in alleviation of human suffering and to 
share the joys of the Christian hope with those who lie in darkness. To 
the extent that he recognizes the additional psychological implications of 
the plight of natural man, he is struck by the unholy trinity of fear, guilt, 
and hate which disturb and distort the minds and emotions of all of us. 

Christ saw the devastating character of fear and its close alignment 
with the socially and morally destructive forces of guilt and hate. In His 
person He embodied God's love and not merely proclaimed it in an abstract, 
dogmatic manner, but rather imparted it through deeds and attitudes far 
more convincing than elegant doctrinal formulations. Only as the mission- 
ary translates his doctrinal beliefs into attitudes and actions are they really 
susceptible of transmission across the barriers of language, culture, and 
doubt. As Karl Menninger so aptly points out, the effective solutions to 
fear, guilt, and hate are faith, hope, and love, but it must again be 
emphasized that these are not abstract qualities, but must find their fulfil- 
ment in life experiences. In this connection I am always reminded of the 
mother of one of my child patients. She had been told by a previous 
psychiatrist that her child felt unloved. She confronted the boy with this 
accusation at the earliest opportunity, asking him, “You know I love you, 
don’t you?”” When he appeared somewhat bewildered, she began to beat 
him and continued until] he protested loudly, “Yes, 1 know you love me!” 
Similar tactics have been seen in the history of the Church, the most 
ghastly and grandiose examples being the religious wars and the Inquisi- 
tion, but subtle and equally pernicious outcroppings appear in every 
generation and culture in the forms of literalism, rabid moralism, asceticism, 
and intolerance. These besetting sins of religious men and women deserve 
a special treatment by the spiritual and psychological therapists of the 
Church, and the medical missionary will do well to strive for their solution 
in his own life and those of his colleagues and patients. So often we 
must remind ourselves that “God sent not His Son into the world to 
condemn the world, but that the world through Him might be saved” 
and “Let him who is without sin cast the first stone.” 

For the man of faith, science can represent a stimulating and critical 
approach to the world of nature. It provides him with new insights and 
techniques for the exploration of the mysteries of the material and biological 
universe. It opens to the physician the doors of understanding of disease 
and health and the ways to prevent and cure illness and to promote 
normal development of body and mind. It can never really represent a 
threat to his faith, but rather should constitute a perpetual reminder of 
the wonders of the world which is his Father’s. While humaneness and 
devotion to scientific progress are frequently the marks of investigators and 
physicians with or without faith, the Christian physician and missionary 
knows whence has arisen this regard for mankind and whither it should 
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lead those for whom he cares. The Christian physician, whether practising 


on the mission field or at home, has two great heritages: The stream of 
medical thought has moved out of ignorance and superstition, through the 
skepticism of early materialistic research, to return to an understanding 
of man as a whole. A good physician can no longer regard his patient as 
simply a machine or a case of alopecia areata or onychogryphosis, of 
arthritis or asthma. Psychosomatic medicine has opened his eyes to thrill- 
ing new vistas of interrelations between man’s structure, function, and 
interpersonal relationships. We have learned that a rigid, unbending 
personality may find its somatic counterpart in a stiff back and an asthmatic 
wheeze may express a deeply repressed and long forgotten cry for help. 
The physician’s Christian heritage has its roots in God's love for His 
people Israel, its consummation in Christ's ministry of health and salvation 
through ‘love, and its extension in the carrying of this gospel to all the 
corners of the earth. The missionary doctor thus represents a confluence 
of two mighty streams and a uniquely valuable force for healing in a 
sick world. 


Vesico-Vaginal Fistulae' 
P, VapaMaLayan, M.B., B.S., Madura 


Allow me to thank the organisers of the meeting who have given me 
an opportunity to talk to you on the subject Vesico-Vaginal Fistulae this 
morning. When | undertook to speak about this subject I did so for 
two reasons. Firstly I think the treatment of V.V.F. in this country is 
mostly a missionary work. I do not profess to be a missionary but 
considering the prevalence of the disease amongst the poorest of the poor 
who have no facilities for proper maternity care and who, when they are 
afflicted with the disease cannot afford the treatment, are treated mostly 
in mission medical institutions or some of the big Government Hospitals. 
Secondly my results have been very encouraging; so much so I wanted 
to give you my experience of these cases, 

For today’s talk I have with me a record of 176 cases of V.V-.F. 
treated by me mostly as Honorary Surgeon in Erskine Hospital, Mathurai 
and a few cases in my private Clinic during the last 10 years. Of these 
176 cases 145 were cured by local repair and 31 by transplanation of the 
ureters into the colon. Of these, 57 cases were treated in the first 5 years 
and the rest in the latter half. All the 145 cases of local repair were cured 
at one sitting except 5 cases mentioned below. Of 31 cases treated by 
Uretero-Colonic transplanation, two died. None died in the 145 cases of 
local repair. All these cases came with the complaint lasting from 1 to 
several months, six cases came with the history of the complaint lasting 
5 to 10 years. 

Causes of V.V.F. 
(a) Injuries 
(4) Burns 
(c) Carcinoma of the Cervix 


2 Paper presented at the Medical Conference, Kodaikanal, May 1950, 
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Injuries: Prolonged labor causing the sloughing of the anterior vaginal 
wall and the base of the bladder by the pressure between the foetal head 
and the pelvic bones has been the commonest cause in the series. Most 
of the patients were attended to by barber midwives. The base 
of the bladder is occasionally torn during forceps delivery especially when 
previous catheterisation had been omitted. About 15 cases gave a history 
of forceps delivery. The bladder may be injured during hysterectomy or 
vaginal repair. There was 1 case which came with a history of delivery 
by Caeserian section. 

Burns: Burns may occur during radium treatment of cervical carci- 
noma. Carcinoma of cervix may invade the base of the bladder at a 
later stage and give rise to V.V.F. These latter causes were not met 
within this series. Two of the cases recorded had vesical calculi; in 
one these were multiple. It is presumed the presence of vesical calculi 
was the cause of the V.V.F. due to the bladder being torn during the 
descent of the head. It is most unlikely that the calculi developed later, 
as with such free drainage in a V.V.F. calculus formation is not possible. 

Signs and Symptoms: Continual dribbling of urine from the vagina 
is the outstanding symptom. When the urine becomes infected a foul 
ammoniacal odor results followed by irritation and soreness of the vulva. 
It is easy to diagnose a V.V.F. with the patient in the lithotomy position 
with a Sims speculum, a female metal catheter and a good light. A small 
fistula can easily be demonstrated by running in a coloured fluid like 
methylene blue into the bladder. Fistula due to carcinoma of the cervix 
increases in size. Small fistulae following operation or laceration of the 
vaginal wall occasionally close spontaneously when the bladder is contin- 
uously drained. Usually however these fistulae are permanent. 

There are two conditions which make the closure of the fistulae 
difficult. 

1. The presence of urine which tears apart the healing edges and 

2. The close proximity of the epethelial surfaces of the bladder and 
the vagina. The depth of the tissue between the bladder and the vaginal 
mucus membrane being small the epethelium between the two surfaces 
rapidly proliferates and meets round the margins of the opening. 

Treatment: The treatment of V.V.F. has a fascination of its own. 
No branch of surgery calls for greater resource, never is patience so 
sorely tried and never is success so dependent on the exercise of constant 
care both during operation and more perhaps, during the after treatment. 
But never is reward greater. Nothing can equal the gratitude of a 
woman who wearied from constant pain, depressed by an ever growing 
sense of the humiliating nature of her infirmity and desperate with the 
realization that her presence is an offence to others finds suddenly that 
she is restored to full health and able to resume a rightful place in her 
family—who finds as it were that life has been born anew and that she 
has become a citizen of the world. 

Ladies and Gentlemen, if in the following few minutes of my talk 
I can make you take an interest in the treatment of this disaster to mothers 
I shall deem it a reward indeed for my humble effort. 

Prevention of the distressing condition is, you will admit, an important 
part of the antenatal work and of improved obstetrics. You may know 
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curiosity. In fact some years ago Dr. Scudder of Vellore told us that 
when she was in America several years ago she was asked to operate 
on a case of V.V.F.—a tiny one too. Surgeons from all over that vast 
continent came from far and wide to witness her operation, V.V.F. is 
so rare in that country. Look at that and this picture of our country 
where a surgical ward has very often 2 or 3 cases of V.V.F, 

A hundred years ago V.V.F. was thought to be incurable, and it 
was to Marion Sims that the first attempt at V.V.F. repair was due. 
Like Robert Bruce of old Sims patiently tried and failed. On the 31st 
time he succeeded in closing a V.V.F. by local repair using fine silver 
wire. Till such time as V.V.F.’s become a surgical curiosity, I hope we 
undertake to cure this infirmity and it is with the earnest hope that the 
general surgeon will undertake this laudable work that I was prompted 
to read this paper and impress on you how easy it is to do, given the 
time and patience. 

Treatment of V.V.F. Small fistulae can be cured by the non-operative 
method, if you may so call it, i.e., by cauterising the hole with silver 
nitrate or the point of the actual cautery and continually draining the 
bladder. In my series I have done this thrice, twice as a second stage 
in a big fistulous opening when a tiny hole persisted over the urethra. 
V.V.F. may be closed by the vaginal or, the abdominal route. I have 
always adopted the vaginal route and had no occasion to choose the 
abdominal or transvesical routes. 


Vaginal Operation 
Two methods are employed. 
1. Trimming and suture. 
2. Flap formation and suture. 


As an assistant I had seen the first method in quite a number of 
cases but very often failure was the result. Perhaps with the fine silver 
wire and the Sims operation technique more success is likely. In my 
series of 145 cases I have always adopted the flap formation and suture 
method with very great success. In these 145 cases a second operation 
was necessary in 5 cases and in a fifth a third operation. This last was 
first done having been referred to me by a colleague when the patient 
was five months pregnant. The tissues were friable because of pregnancy; 
the second time because of bad technique. Two tiny holes in the bladder 
were inyaginated after raising of the vaginal flaps and to my surprise 
the two holes persisted, when the repair was taken up for the third time. 
This time when they were connected and repaired; cure was permanent. Two 
of the cases of the second stage, as I told you before, were those where 
a bite of the mucus membrane of the urethra was taken in spite of the 
utmost care as the fistulae were involving the urethra and these were 
easily cured by cauterising the opening with the point of the thermo 
cautery. The remaining two cases were those where the urethra was 
completely torn and though the V.V.F. was closed at one sitting there 
‘was incontinance and the urethra had to be reconstructed before the 
patient became continent. 
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I shall describe the flap operation in some detail as it was here that 
I met with gratifying results. I believe a V.V.F. can always be repaired 
locally by this method, no matter how big the hole is. I have at least 
twenty cases where the V.V.F. was so large that the whole of the base 
of the bladder was absent so that the posterior bladder wall was prolapsing 
into the vagina. ‘The one criterion for local repair is a vagina roomy 
enough to take a needle, the smallest and stoutest Mayo’s needle, on a 
needle holder inside the vagina. In those cases where the mucus membrane 
of the vagina is deficient the cervix is taken up and made to lie just 
behind the urethra. It is said that if the urethra is involved local repair 
is not possible. But I have reconstructed the urethra in about 12 cases, 
where a wee bit of the urethra was left. Of course I admit that where 
vaginal mucus membrane was very much absent and where only the 
bare symphysis pubis with the periosteum is present in front of the V.V.F. 
local repair is an impossibility. Again where the vagina is cicatrised and 
will just admit the tip of the finger there is no point in attempting a 
local repair. These are cases for transplantation of the ureters into the 
colon. I know transplantation of the ureters is a much more serious 
operation. Some surgeons just for the sake of surgical display or being 
impatient for local repair would undertake the operation even in cases 
where local repair would have succeeded. Apart from the immediate 
tisk of the operation of transplantation the ultimate results, as the after 
comfort of the patient and the late septic sequelae, the local repair will 
always be preferred to transplantation, 

Now to describe the local repair as it seems to be the operation 
of choice. 

The instruments required are simple—a few short, stout, fully curved 
Mayo’s needles, needle holder, curved Mayo’s scissors, 3 or 4 Allis forceps, 
dissecting and toothed dissecting forceps, a dozen straight artery forceps, 
weighted speculum, a female metal catheter and a good light. I have 
always used light percaine spinal anaesthesia. Giving 7 to 8 c.c. anaes- 
thesia may be made to last for 3 hours or more. I have taken as much 
as 3 hours for a case. The suture material used is 20 day 000 catgut. 
I had no occasion to use silk-worm gut or silver wire. The essential 
principle in the operation is that the flaps are raised freely from the 
vaginal mucus membrane and the bladder separated well all round so 
that there is not the slighest tension when the sutures are tightened. It 
is surprising how little bleeding there is when the proper plane is. 
identified before the bladder is separated. A layer of interrupted stitches. 
is placed taking very good care to avoid taking a bite of the mucus 
membrane of the bladder or of the urethra so that the bladder is invaginated. 
When one suture is placed and tied the ends are left long and fixed to a 
straight artery forceps and allowed to hang over the weighted speculam, 
acting as a traction suture facilitating the subsequent placing of the sutures. 
I am against using a purse string when the hole looks small as there is 
a likelihood of the suture cutting through when the purse string is tight- 
ened, At least in one case a second operation was necessary because of 
this though the fistula was a small one. Another layer of interrupted or 
continuous catgut sutures is used, to reinforce the first taking a 
bite of the bladder musculature. A continuous layer of suture is helpful 
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when the urethera has to be reconstructed. Lastly the vaginal mucus 
membrane is closed by a series of interrupted eversion stitches. It is 
planned where possible to have the vaginal suture line at right angles to 
the sutures used to invaginate the bladder. I have to here again impress 
the iraportant point never to take a bite of the mucus membrane of the 
bladder or the urethra. If you do so however perfectly the operation is 
done there is bound to be a leak. I prefer the stoutest and the shortest 
curved Mayo’s needle for when one has to pass the needle in all sorts of 
the angles there is no chance of breaking the needles. I apply sterile 
sulphanilamide powder for every layer of stitches and this seems to have 
helped healing by first intention. You will see that very few cases had 
to be done a second or third time. After the suturing is done the dead 
space in the raw surface created is obliterated by plugging the vagina 
fairly tightly with acriflavine gauze after, liberal application of sulpha- 
nilamide powder. 

The other important thing is to tie in an ordinary rubber catheter 
with the proper length inside the bladder and apply continuous drainage 
of the bladder with Cathcart’s continuous drainage so that the sutured 
area in the bladder is completely dry all the time. Just before sending 
the patient to the ward I put in § to 10 c.c. of 10 to 20 per cent sulpha- 
nilamide solution into the bladder. It is better to use a small size rubber 
catheter No. 5 or 6 so that the urethra is not kept unduly dilated. In a 
few of my early cases even when the fistulae remained closed, patients 
complained of incontinance when they are allowed out of bed. But they 
were able to have sphineter control after a few days. It is better to 
prevent this by using a small size catheter. The catheter is tied in for 
9 days and then removed and the patient is allowed to pass urine every 
few hours. The bladder is washed daily with Acriflavine 1: 8000 solution. 
The vaginal plug is renewed after 48 or 72 hours and catheter douche 
is given. Thereafter no plugging of vagina is necessary as this is harmful 
in that the introduction of the gauze may tear as under the vaginal mucus 
membrane apposition. The patient is nursed on the back with the head 
low and is allowed to turn on the sides without undue tension on the 
catheter which are stitched to the labia and fixed to the body so that it 
may not cut thro’ after 4 or 5 days. The patients are put on sulphadiazine 
tablets one fourth hourly and alkaline diuretics by mouth. It is better 
to switch on to mandelic acid in teaspoonful doses 3 or 4 times daily 
after 3 or 4 days as phosphatic concretions form in the catheter and block 
the continuous drainage, on which depends the success of the operation. 
Even then the catheter gets blocked in a few cases, then a new catheter 
may be placed after the removal of the blocked one. I have never had 
occasion to keep the bladder dry by suprapubic cystotomy except in the 
two cases of vesical calculi where the calculi were removed by suprapubic 
lithototmy and the bladder also drained suprapubically. 

As I told you before 145 cases were done by local repair in which 
in only 5 a second operation was necessary and in the 5th a third operation. 
10 of the cases cured by the local repair had also a rectovaginal fistula. 
The R.V.F. was repaired at the same sitting. In the first case the R.V.F. 
was so extensive almost extending to the cervix, that it was difficult to 
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repaired rectum. Skin frorn the buttock was used to cover the raw surface 
by a pedicle graft. Though the V.V.F. was closed at the first sitting— 
it was a difficult one—it was easily repaired because of the roominess of 
the vagina, the R.V.F. did not take. Repeatedly the R.V.F. repair was 
undertaken with failure, because of the soiling of wound with faeces. 
After this failure I always do a preliminary left iliac colostomy before 
undertaking the local repair of the V.V.F. and R.V.F. In the remaining 
cases of V.V.F. and R.V.F. the repair was effected at one sitting. I can 
recall here to you at least 6 cases of V.V.F. and R.V.F. where the vagina 
was so narrow that only transplantation would have been feasible. Here 
when I took up the case for preliminary repair of the R.V.F. after 
colostomy the repair of the V.V.F, and R.V.F. was possible at one sitting 
because of the additional space given after incising the sphincter ani which 
makes the repair of V.V.F. possible; so much so when the vagina is very 
narrow for repair of the V.V.F. this is made possible if the intact rectum 
is laid open. So you will see as one goes on doing more and more of 
these cases transplantation of ureters as a method of cure for V.V.F. 
become less and less. 

These women cured of V.V.F. are sent out with a card to come 
to the hospital for confinement when they become pregnant. In many of 
these cases the parts have become so narrow that labor via naturalis is 
impossible and a note is added in the card that the case is one for 
caeserian section. We get almost every month 1 or 2 of these operated 
casts coming for confinement in the hospital. We sterilise these women 
at the time of caesarian section. In one of the cases I remember an elderly 
woman complaining that | did not tell her that she must not become 


pregnant—rather she accused me saying that she had to undergo an 
abdomenal operation for the delivery of her, child. If she had known 
this, she said, she would have allowed her husband to take a second wife— 
a rather interesting method of contraception. 


Transplantation of Ureters 

I have 31 cases of transplantation of ureters. 19 in the 1st five years 
and the rest in the second half. Of these 31 cases, 2 died. One died 
of burst abdomen and another of ascending pyelitis, There were 3 cases 
in these 31 done at one stage. 

Apart from 31 cases of transplantation of ureters for irreparable 
V.V.F., there were 3 more cases—two for extroversion of bladder and 
one, a case of carcinoma of the bladder with vesico-intestinal fistula. One 
of the former two, a child of 7 years died during the second stage 
operation on the table—perhaps an anaesthetic mortality. 

Now I like to do them in 2 stages, first the right ureter into the 
lower part of the colon and then the left in the upper part after an 
interval of 3 or 4 weeks. | have adopted the 2 stage operation because 
the post operative period seems to be ever so much smoother after the 
2 stage operation. The first case of mortality in the one stage operation 
with burst abdomen was taken up when we were so enthusiastic of our 
success of the two stage operation so as to enable the patient to be 
discharged from the hospital early. In the second case of mortality the 
left ureter was transplanted first at a higher level in the colon and the 
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right after a month in the lower part of the colon and the patient dieci of 
ascending pyelitis of the right kidney. I afterwards do the 2 stage operation 
with the right ureter first and the left in the 2nd stage. The left ureter 
is taken above through the meso-sigmoid and transplanted from above 
into the upper part of the colon. 

Many of these cases with irreparable V.V.F. have an R.F.V. also. 
I had ten of these cases. It is imperative that the R.F.V. is repaired first, 
as otherwise motion and faeces will be incontinent. I have always done 
a left iliac colostomy first before repairing the R.V.F. The colostomy is 
closed and after about six weeks the uretero-colostomy is taken up in 
2 stages. In a case of irreparable V.V.F. planned for transplantation of 
ureters the left iliac colostomy was done and the R.V.F. closed. Before 
making certain that the R.V.F. had taken perfectly the colostomy was 
closed and the patient complained of passing motion and faeces from 
Vagina. On examination there was a small defect in the recto-vaginal 
septum and to repair this we had to do a transverse colostomy before the 
repair of the R.V.F. had to be taken. This patient remained in the 
hospital about 2 years. I shall not describe the operation of transplantation 
in detail and shall be content in showing the main principles of the 
operation. 

The patients are repared with sulpha drugs and alkalies by mouth 
for a week and sulphaguanadine and of late sulphasuxadine or thalidine in 
big doses for 3 days before operation. The patient is given a castor oil 
purgative 48 hours before operation and colon washed twice a day for two 
days with acriflavine. The right ureter is transplanted first into the lower 
part of the sigmoid colon by the technique described by Grey Turner. 
Invariably the appendix is removed. The abdomen is closed without 
drainage, after dusting the area of operation with sulphanilamide powder. 
The rectum is drained with a flatus tube stitched to the buttock. As 
regards the left ureter the only difference is that it is mobilised and taken 
through the meso-sigmoid and transplanted from above downwards. 

There were no cases of peritonitis in the series. None of my cases 
have come back for confinement in the hospital although in the Erskine 
Hospital out of about 150 cases operated there was only one case of 
ureteric transplant. 
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Spontaneous Rupture of the Uterus in 5th 
Month of Pregnancy 


Stuart Bercsma, M.D., D.T.M., F.A.C.S., Women’s Christian Medical 
College, Ludhiana, Punjab 


According to De Lee this is one of the rarest accidents of pregnancy. 
He states Baisch found 31 cases of rupture during the first five months 
of gestation, and in these the uterine wall was diseased, Spontaneous 
rupture, without previous instrumentation, without history of previous 
Caesarean section or uterine operation leaving scar, or attempt at version 
and extraction, or manual removal of placenta, is definitely a rare event. 
If, added to this, there has not even been an onset of early labor pains, 
preoperative diagnosis of the condition is very difficult. In labor it is 
usually the lower uterine segment that gives way, whereas in spontaneous 
rupture without labor it is the body. Having ruled out traumatic and 
other factors mentioned above, possible causes of spontaneous rupture 
are: hypoplastic uterus, malformed uterus, interstitial pregnancy, carcinoma, 
hydatid mole, fatty and hyaline degeneration, previous infection, and 
growth of placental villi into the uterine wall. The case which we wish 
to report falls into the last mentioned category. 

The patient was a Hindu woman, Vidya Wanti, aged 35 years, who 
had had seven previous pregnancies, all normal except the last which was 
a stillbirth as patient had cholera at the time, three years ago, and 
js early. The first child died at age of five years. The others, 

13, 9 7, 5, and 4 years respectively, are living and well. There 
oo been no miscarriages. No history of syphilis or gonorrhea was elicited. 

At the onset of symptoms May 19, 1950, the patient was thought 
to be in the sixth month of pregnancy, but the fetus was not above fifth 
month in size. During the night of May roth patient developed severe 
pain in the lower abdomen, increasing rapidly, with very much vomiting. 
She was admitted to the Civil Hospital at t1 p.m. that night, but as 
nothing was done she was removed and admitted to Memorial Hospital 
of the Women’s Christian Medical College, Ludhiana at 5:30 p.m. next 
day, May 2oth. Her temperature was 99°4, pulse 128, B.P. 85/45. 
Chief findings were: general distention of the abdomen, general tenderness 
over abdomen, but especially in right lower quadrant, uterus palpable half 
way to umbilicus, size of 24 weeks pregnancy or less, cervical os tightly 
closed. She was transferred to general surgical department as a possible 
intestinal obstruction. Laboratory findings were a hemoglobin content of 
45°% or 6°3 grams, R.B.C. 2,230,000, white blood count 16,000, with a 
polymorphonuclear leucocytosis. The kahn test was negative. 

A pre-operative diagnosis of possible ruptured appendix with preg- 
nancy was also considered as history of onset is often given with faulty 
observation on part of patient and peritonitis spreads rapidly over large 
peritoneal surface exposed. The previous hemoglobin and red cell count 
of patient before this attack was, of course, not known. 

A transverse incision was made in right lower quadrant of the abdomen 
with McBurney’s point as center, but as the peritoneal layer was reached the 
blue color of free blood informed us there was extensive intra-peritoneal 
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hemorrhage. Finding nothing through this incision, a right paramedian 


incision was now made and abdomen entered. 

On examining the anterior surface of the uterus two areas of rupture 
of the wall were at once seen, one slightly to left of midline near upper 
border and one about two inches below this, each about one and one-half 
inches in length, and not linear but with velvety placental villi filling a 
round crater. The amount of blood in the abdomen was very great, 
perhaps three-quarts, and we looked for a larger area or vessel to account 
for the blood. As we gently lifted the uterus up to explore its posterior 
surface, the anterior surface seemed to just fall apart, the tear increasing 
from upper perforation to the lower, and then continuing downward 
spontaneously, like a slowmotion flower, opening up. 

There was little additional bleeding from the uterus. The anterior 
wall of uterus was represented only by serosa and villa, no muscle fibres 
were evident near midline. The uterus was emptied of a small fetus of 
about 4% month size, placenta freed, and a crescent shaped portion of the 
thin wall cut away, giving us firm muscle laterally for closure of uterus, 
which was done as in Caesarean, using 1 chromic catgut. A sterilization 
was done to avoid a similar accident in future, a small section of each 
tube being cut away and sutured with silk. 

There seemed to be no end to the blood in abdominal cavity. A 
large clot of about one-quart size was removed from posterior pelvis, and 
as patient was in trendelenburg position the constant flow of blood upward 
was as if some huge sinus were open and constantly contributing more 
blood. We considered faulty history, that she may have been beaten, and 
looked and palpated for ruptured liver and spleen but found nothing 
more. Abdomen was closed in routine manner, catgut t1 on peritoneum 
and silk (or cotton) on fascial layers and skin. Only 250 c.c. of blood 
were available postoperatively, from a thin old relative. Patient made a 
good post-operative recovery, temperature 101°8 first p.o. day, then 100’o 
for eight days, then normal. Part of temperature was due to very hot 
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EDITORIAL COMMENT 
@UO VADEMUS? 


The missionary enterprise is usually short of two essentials: personnel 
and finances. The world-wide need is so great that no matter what 
resources are made available it is practically impossible to meet the demand. 
Medical missionary efforts are prone to have more than the usual difficulties 
in regard to these two factors. The newer scientific methods have saved 
the lives of many, but only at a price. In an endeavor to provide the 
best possible treatment for the patient the mission hospital is confronted 
with the dilemma of doing something less than the best for the patient 
or incurring an operating deficit that might force a closure of the institu- 
tion. The cost of medical care has increased all over the world. Some 
of this expense can be recouped by the private patient due to the shortened 
average hospital stay, even though his per diem cost has doubled or 
trebled in the past ten years. In institutions such as mission hospitals 
there is no similar saving factor. Early discharge of one patient who has 
been paying nothing at all, or something less than cost, and replacing him 
by another similar patient simply increases the financial burden, although 
it does permit the usefulness of the hospital to be increased by treating 
more patients in the same period of time with the same number of beds. 

The problem of personnel is more acute even than that of finances: 
A sizeable number of hospitals have had to close in India not because they 
were unable to maintain themselves financially but because they could not 
attract sufficient personnel. With these facts in mind it is not amiss to 
ask ourselves where are we going? What is our objective? What are 
we trying to accomplish’ With these questions answered one can then 
rationally make plans as how best to achieve the goal with the means 
at hand. The growth of a missionary enterprise is not something that 
can be plotted out on graph paper, as all will readily admit that God takes 
a hand in such undertakings in many unforseen and unpredictable ways. 
This does not mean that we should not try to plan logically and concisely. 

In this issue of the Journat is an article by Dr, Chellappa on the 
subject. He has pointed out some of the various avenues that need to be 
investigated in planning how medical missions can best fulfill their obli- 
gations. At a recent meeting of the Executive Committee of the Christian 
Medical Association the subject was discussed at length and the following 
statement made: 


Twelve years have passed sinee the Christian Medical Association 
made its last survey of Christian medical work. During this 
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period there have been great and far-reaching changes in the 
conditions under which this work has carried on. The Executive 
Committee feels that the time has come to make a comprehensive 
inquiry into the question of policy, continuation and development 
of the Christian medical work in India. Before such inquiry is 
embarked upon the opinions of the individual members of the 
C.M.A. should be sought. 
_ Be it therefore resolved that: 


1. A small committee be appointed. The duties of this committee 
should be: 

(a) The preparation of articles for the Journat by members of 
the C.M.A. or others in relation to general medical work, 

- e@.g., leprosy, tuberculosis, rural medicine and public health, 
and the education of doctors, nurses and the training of 
ancillary personnel. 

(6) To draw up a series of questions to be circulated to members 
of the C.M.A. and others, analyze the replies and findings 
and draw up recommendations for further procedure based 
on these analyses to be presented through the Executive Com- 
mittee to the Thirteenth General Conference. 


Resoivep that the committee be made up of Dr, R. G. Cochrane, 
Dr. Julius Savarirayan and the Secretary, Dr. E. W. Wilder. 

Medical missions are an expression and application of Jesus’ command- 
ment to go and heal. It is one very effective method whereby the 
Christian community can demonstrate their love and concern for their 
fellowmen. In the midst of a very high percentage of non-Christians 
it is one of the most effective ways of bringing to the attention of the 
public the teachings and principles of Christianity and thereby it is a 
powerful evangelizing force. 

The number of mission organizations engaged in some type of medical 
work in India is large. As each mission board is autonomous there is no 
controlling or co-ordinating body. The Christian Medical Association is 
the most representative group but it is nédt authofitative does anyone 
wish it to be. Because of its representative nature it can function as a 
clearing house for information and the exchange of ideas as how best 
to carry out the purpose for which medical mission works have been 
undertaken. 

Probably there has never been a time in mission work when there 
were not many dark clouds in the sky. Surely those that labored here in 
India during the war years thought that they had unusual and peculiar 
hardships, and no doubt they did. The cessation of hostilities resolved 
some of the problems but has posed others just as seemingly insurmount- 
able. The urge to broaden the scope and service that is being provided 
is always with us and is an admirable ideal but the inflation that has 
taken place and the generalized increased cost of medical care has pre- 
vented much broadening of the base. There is the ever-increasing requests 
for further help to other countries and the very real possibility that the 
exogenous income is apt to decrease rather than increase in the next few 
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years. Even more serious is the lack of qualified personnel either National 
or from outside India to fill the posts falling vacant or to inaugurate 
newer fields of endeavor. The present group of young doctors now 
completing their training have for the most part had a delayed start due 
to the four or five years’ interruption of the war. They are an older group 
and have incurred added responsibilities which tend to discourage embark- 
ing on a precarious financial undertaking. The general movement through- 
out India to abolish the lower degrees in medicine and have only the one 
M.B., B.S. standard is excellent from an educational standpoint but it is 
imposing a marked hardship on many of the smaller mission hospitals 
that previously have been staffed largely by those without the M.B., B.S. 
degree. The closing of these other schools is going to reduce drastically 
the number of Christian doctors available to mission institutions. 

Practically every group engaged in medical missionary work in India 
would like to enlarge and improve the quality and quantity of its work. 
What are the plans for this? What prospects are there of doing it? 
What will be needed in the way of personnel as well as funds, both 
capital and current? Should the emphasis be placed on preventive or 
curative medicine? Should the medical educational program be expanded 
or curtailed? Must the emphasis be placed on village or city medical 
relief? These and many other questions will be considered by the com- 
mittee mentioned above. To assemble the necessary information is no 
small task. All that are engaged in medical work, as well as many others, 
will have opinions on these controversial points. The committee will 
correspond with many of you but you can help them by forwarding any 
information that you have as well as an expression of your personal desires 
and opinions. 

MICROFILM SERVICE 


Microfilm edition of this Journal is available through the University 
Microfilms, 313 N. First Street, Ann Arbor, Michigan, U.S.A.” 


MEDITATION 


THE AUTHORITY OF THE GREAT PHYSICIAN 


This Medical Conference comes at a fitting time of the Church year. 
In this period between Ascension Day and Pentecost we recall both the 
abiding commission of our risen Lord to world-wide service and also His 
promise to supply needed power through the coming of another Paraclete, 
the Holy Spirit. Jesus’ first missionaries were to go out and conquer the 
world for His cause, but not until they had been equipped and empowered. 
Hence they waited and prayed during forty days after His resurrection 
and then ten more days after His ascension. Then their triumphant 
march with the living and life-giving Gospel began, a march which 
continues to this day. 

You too have come apart in this Conference to rethink your program, 
to re-examine your. policies, to renew your strength, to rededicate yourselves 
to your Christ-pleasing task. In this upper room you rightly begin with 
prayer and the Word of God. You desire guidance and help before you go 
back, after Pentecost, to responsibilities which you can successfully resume 
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and further only by the all-sufficient grace of your. ever-living, never- 
retreating Lord. 

In Peter’s sermon in the house of Cornelius we have a vivid summary 
of our Lord’s public ministry, “how God anointed Jesus of Nazareth with 
the Holy Spirit and with power; how he went about doing good and 
healing all that were oppressed by the devil, for God was with him.” 
These same words present a outline for the Gospel according to St. Mark. 
John Mark became the “interpreter” of the apostle Peter, whose manner 
of preaching he records in this Gospel to which we shall give special 
attention in these brief meditations. St. Mark's record is a vivid picture 
of the vigorous action and irresistible authority of the Divine Physician, 
It is little concerned with the longer discourses of Jesus and includes only 
four, of His parables, but in each of the first eleven chapters it presents 
at least one of the miracles which played an important part in the Saviour’s 
In his helpful book ‘St. Mark’s Life of Jesus,” Dr. Theodore Robinson 
remarks that the swiftly moving incidents of the Galilean ministry are 
“tall intended to be typical, and are all dominated by a single idea, a 
single aspect of the nature and work of Jesus. That idea is authority. 
This one word may be used to describe the whole section.” As he 
continues, Dr. Robinson comments on the irresistible authority, the domi- 
nant authority, the indwelling, all-powerful, holy authority of Him who 
went about doing good and healing. 

As early as 1:16-20 of Mark’s energetic account the Mighty Worker. 
gives evidence of His authority to call and direct men. It is an everyday 
scene by the sea of Galilee, and the language is simple and familiar: 
“Follow me!” But think how much is involved: the authoritative right 
to command these brothers to leave nets, boats, home, father, hired servants, 
their work and livelihood, and at a moment's notice to follow they know 
not where. There were, it seems, no special arguments advanced, no 
enticing promises made, but only this calm, authoritative call: “Follow 
me!” 

Peter and Andrew lived in Capernaum; and there immediately-—a 
characteristic word in Mark—Christ entered into the synagogue on the 
sabbath. Like many before Him, He taught, but with a new and arresting 
note of authority, unlike that of the scribes. True, the scribes could cite 
many rabbis and many ancient traditions to substantiate their teaching, 
but the new Teacher could do much more. He could assert: “I say unto 
you”; and none could gainsay Him. His authority was personal, original, 
and pragmatic. He asked no man to accept what He said without 
investigation. “If I am not doing the works of my Father,” He said 
on another occasion, “then do not believe me; but if I do them, even 
though you do not believe me, believe the works, that you may know 
and understand that the Father is in me and I am in the Father.” 

In that same synagogue in Capernaum immediately there was a deed 
of power which substantiated the authority of the new Teacher. Jesus 
rebuked an unclean spirit, saying, “Be muzzled and come out of him!” 
After convulsing him and crying with a loud voice, the spirit came out 
of the man. Naturally enough the people were amazed: “With authority 
he commands even the unclean spirits, and they obey him.” 
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In Mark’s record no class of miracles is more prominent than the 
casting out of demons, perhaps partly because exorcism so well illustrates 
the divine authority of the Mighty Worker. It has indeed been urged 
by not a few commentators that demon possession is merely an ancient 
and unscientific expression for different forms of epilepsy, hysteria, and 
other psychic disorders, or even lunacy. Symptoms of such disorders are 
clearly evident in the recorded cases. A good example is Mark 9:18 in 
the Revised Standard Version: “And whenever it (an unclean spirit) 
seizes him, it dashes him down; and he foams and grinds his teeth and 
becomes rigid.” Surely this indicates an epileptic fit, but is that all? Why 
does Jesus directly command an unclean spirit to come out in this and 
similar cases if there is nothing deeper than a physical ailment? 

In your calling as Christian doctors and nurses you stress not only 
psycho-somatic therapy but pneumato-psycho-somatic treatment. You look 
to the mind and the spirit, as well as to the body, even as did the Great 
Physician. You will probably agree with the comment of Dr. A. M. 
Hunter of Aberdeen in his recent commentary on St. Mark. He writes: 
“Must we reject the Gospel diagnosis (which is often apparently that of 
Jesus himself)? Let us beware of dogmatism. No one acquainted with 
the facts will deny that the phenomena ascribed in the Gospels to evil 
spirits are well attested in both ancient and modern times, though nowadays 
such phenomena are mostly seen in the mission field among primitive 
peoples. (See the books of Warneck, Nevius, and Mildred Cable.) Compe- 
tent observers have declared that these phenomena are only intelligible 
on the hypothesis of demon-possession.” 

St. Mark continues his account in this first chapter, and immediately 
brings Jesus to the house of Simon Peter, whose mother-in-law was, in 
the more precise language of Doctor Luke “in the grip of a high fever.” 
At once the Healer so fully restored her strength that she could minister. 
to those present. Without a pause Mark adds additional evidence of 
Jesus’ authority to heal diseases. At the end of that crowded sabbath a 
throng of sick and afflicted persons pressed forward for help. “And he 
healed many who were sick with various diseases, and cast out many 
demons.” Note that it says many, not all, He did not heal indiscrim- 
inately. Under some conditions He did not heal at all, Compare 
Mark 6:5-6. 

He did indeed continue His authoritative preaching and casting out of 
demons “through all Galilee” (1:39) until a leper whom He mercifully 
cleansed totally disregarded His injunction to keep quiet about his cure. 
It was not the time nor the place for wide publicity which placed all the 
emphasis on relief from common sicknesses. Hence “Jesus could no 
longer openly enter a town, but was out in the country,” or “in lonely 
places.” There were still very many who would receive His healing 


touch at the right time and in the right way, but He would not divert 
His wisely appointed ministry merely to gratify the excited demands of 
a clamorous multitude. 


M. H. ScuramM 
(To be continued) 
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The Distribution of Christian Medical Institutions 
in the Districts of India and Pakistan 


The information recorded in the office of the World Dominion Move- 
ment in Ootacamund relating to the institutions maintained by missionary 
and church bodies in India and Pakistan has been plotted district-wise 
on the accompanying map. These records have been brought up to date 
in preparation for inclusion in the next edition of the Directory of Churches 
and Missions, and, except for the possibility that some dispensaries which 
are really out-patient sections of hospitals have been recorded as separate 
institutions, it is believed that the lists are substantially correct. They 
have also been checked with the records of the C.M.A.1. It should be 
mentioned that Roman Catholic institutions are not recorded, either in 
the lists, or on this map. 


The symbols used indicate the following types of institutions. 
1. Hospitals in cities 

2 fhe » rural towns and areas 

3 associated with medical colleges. 

4 »  hursing training schools. 

5 » laboratory technician training. 

6. Dispensaries in cities. 

7. Dispensaries in rural towns and areas. 

8. Leprosy Institutions. 

9. Tuberculosis Institutions. 

It is believed that the map will be of considerable value in the 
discussion currently proceeding on the subject of the overall policy of 
Christian missionary medical work. Comparison of this map with a similar 
one’ showing the “Strength of the Christian Churches in the Districts 
of India and Pakistan” is interesting. ¢.g., it may be considered how far 
the establishment of churches has been assisted by the work of the medical 
institutions in such areas as Travancore, Tirunelveli, and Godaveri; or 
whether the medical work has largely been subsequent to the establishment 
of churches so that it is, in a certain extent, a medical service to the 
Christian community. 

From the angle of the unfinished evangelistic task it may be asked 
how far the absence of medical institutions in the western districts of 
Hyderabad, the northern sections of Madhya Bharat, the greater part 
of Orissa, and many districts of Madhya Pradesh, Rajasthan and Uttar 
Pradesh has retarded the progress of evangelism and the establishment 
of the Christian church. 

In view of the recent resolution of the C.M.A. with reference to 
the need for seeking individual opinions of members on the necessity 
for reorientation, and possibly a complete change of medical mission policy, 
this map should be very carefully studied and used whenever the question 
is raised in articles or contributions to the discussion on medical policy. 
Extra copies of the map may be obtained from the C.M.A.I. office. or 
from World Dominion Press, Farley, Ootacamund at 8 annas per copy. 

(Sd.) Lixcotn Warts 
1 Obtainable with book of statistics from World Dominion Office Farley 
‘Ootacamund: Re. 1, Post free. 
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CONSULTANT COLUMN 


Now that this column has been launched the editor asks for the co-operation 
of all to make this section of our Journa a really useful one. Please send in 
your problems to the editor and they will be referred to the consultant dealing 
with that particular subject. The sender will receive a reply at once and then the 
question and answer will be printed in the Journat for the benefit of all members. 
Below is a list of those who have agreed to act as consultants at present. 


L. B. CARRUTHERS, Dr. S, GuruPatHam, 
Medicine at Miraj Ophthalmology 
Dr. P. Kurumaran, Vellore Dr. V. C. Rao 
Dr. 5. Anawatuot, Miraj ellore 
Surgery... J. 3. Carman, Vellore /Marmacology Dr. S. W. Harpixan, 
Dr. H, Baanwett Coox, Vellore 


hysiology ... Dr. D, Jerrerson 
fathology ... Rev. R. M, Barton, 


Arogyavaram 

Leprosy Dae RG. Bacteriology Dr. J.T. ConNeLtus, 
Vellore 

Tuberculosis Dr. P. V. Benjamin, Pathology ... Dr. Epwarp Gavtr, 
Arogyavaram Vellore 


Midwifery & Da. Canot, 


Question: 

1. In the clinical use of the sulphonamide durgs, when bacteriological 
proof of the etiological agent has been obtained which particular sulpho- 
namide is recommended and what is the choice of the drug in the 
following infections? 


(a) Streptococcal (e) Dysenteric 

(6) Staphylococcal (f) Coliform 

(c) Meningococcal (g) Pneumococcal 

(d) Gonococcal (A) Others such as Cl. Welchi 


2. What is a better way of sterilizing syringes other than boiling 
in a busy out-patient department and is there any advantage in using 
an all glass syringe over a record syringe with regard to sterilization? 

Azanian G. Asuirvapam, M.B., B.S., D.L.G.O. 
C.M.S. Hospital, Lusadia 


Answer: 
With reference to your first question regarding the clinical use of 
sulphonamide drugs—the following suggestions are given: 


1. Streptococcal—-Sulphatriad is the most useful form of sulphona- 
mide therapy as it consists of a combination of three sulpha 
drugs-—namely: sulphadiazine, sulphamezathine, sulphathia- 
zole. By using a.combination the concentration of each drug 
in the urine is not very high so that the danger of crystals being 
formed is lowered. Nevertheless the effectiveness of the drug 
is additive. Dose for severe infection is 2 gm. I.V. plus 
1°5 gm. oral. Initial dose followed by 1°5 gm. 4 hourly 
then reduced to 1 gm. 4 hourly. 


2. Staphylococcal—Sulphonamide therapy is only effective in mild 
staphylococcal infections. In acute Staphylococcus Aureus in- 
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fections penicillin is indicated with a sulphonamide as an 
adjuvant. Sulphathiazole is effective although sulphatriad may 
be less toxic. 


. Meningococcal and Pneumococcal infection—Sulphadiazine is 
the drug of choice. Usual dose is 2°0 gm. I.V. plus 1°5 gm. 
oral followed by 1°5 gm. 4 hourly for 2 to 3 days then 
reduced to 1 gm. 4 hourly. 

For Gonococcal infections although massive doses of penicillin 
is the best treatment, sulphathiazole or sulphadiazine may 
be given. 

For Dysentery—Sulphaguanidine, succinyl sulphathiazole, and 
phthaly! sulphathiazole are used. Sulphaguanidine is the least 
expensive, the dose being 3 gm. 3 or 4 times daily for four days. 


For pre- and post-operative use in colonic surgery as a pro- 
phylactic agent the recommended dose is 0°05 gm. per kilo- 
gram of body weight by mouth every eight hours day and 
night for 5 days before operation. Phthalyl sulphathiazole is 
more active than succinyl sulphathiazole and even less toxic. 
A dosage of 3 gm. daily in divided administration is said 
to be sufficient. 

For coliform infections sulphonamide therapy is not effective. 
The modern treatment is to use streptomycin for B. Coli and 
chloromycetin for typhoid. For B. Coli infections of urinary 
tract sulphanilamide may be used as a bladder wash. 

8. For gas gangrene infection penicillin is the best therapy but 

sulphatriad has been used. 

It may be noted in sulphonamide therapy that sulphamezathine may 
be used in place of sulphadiazine and sulphatriad except for staphylococcal 
infection. This drug is said to be the least-toxic of all the sulphonamides. 
The dose is an initial dose of 4 grams followed by 2 grams every 6 hours. 
and is much more economical. 

In reply to question 2 the Pasteur Institute in Coonoor use an efficient 
and quick method of sterilising syringes with coconut or ground-nut oil 
which is at a temperature of 150° C. After the expulsion of the hot 
oil the syringe is rinsed with sterile water. F. Barnett Mallison in the 
Lancet April 1, 1950 page 644 gives a method for using oil in the 
sterilising of syringes. However, if several syringes could be used and a 
steriliser containing boiling water is available a sterile syringe could always 
be kept ready. Care nevertheless must be taken to ensure that the syringe 
has been boiled for at least five minutes. A disinfectant may be used 
but this is usually unsatisfactory as the syringe is rarely left for sufficient 
time to ensure adequate sterilisation. C. H. LeMay in Lancet April 15, 
1950 page 731 comments that the addition of 2°/ of sodium carbonate 
to boiling water secures the death of all germs in 5 minutes boiling. The 
above methods are only suitable for the sterilising of syringes used for 
intramuscular or subcutaneous injection. Syringes used for intravenous 
injection should be autoclaved and kept in stock-ready for use. 

An all-glass syringe is preferable to a record syringe in all sterilisation 
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where heat is used. The reason for this is due to the different coefficient 
of expansion of metal and glass with the result that when heated different 
pressures result in the cracking of the glass. The danger with all-glass 
syringes is that the tip frequently breaks if the needle is attached while 
the syringe is still hot. The most satisfactory syringe is the Luer-Lok 
syringe which although having a metal base stands autoclaving and boiling 
without breakage. 


E. M. James (B. Pharm, B.Sc, Ph. C). 


SECRETARIAL NOTES 


1949 December Dates. 11th. Out to the Airport for conference with 
Dr. Benjamin passing through. Down to the station to meet and welcome 
for her Christmas vacation with us, Miss Bertha Smith of our Madura 
Mission, furloughing in Kalimpong. 

12th.-14th. Meetings of Pendra Road Executive, Governing Body 
and Round Table of latter and members of Govt. Department of Health. 

16th & 17th. Dr. Gladys Rutherford arrived that evening and Dr. 
Jeya Luke the following morning for an all day meeting of the Com- 
mittee on Preventive Medicine. 

19th. afternoon to Rev. and Mrs. Scott’s for the annual Christmas 
party for the N.C.C. Office Staff. 

2oth. To the Airport for conference with Dr. Benjamin, meeting 
with him Dr. McDougal of W.H.O. Arrived home to find a call to 
Christian Council Lodge for conference with Roderick Ede and Chetsingh 
of the Friends Service Council with reference to the future of the Friend’s 
Hospital at Itarsi. 

25th. Down to the station to meet Dr. Grace Kennett of Madura, 
passing through to the Social Science Conference at Delhi. That evening 
to United Carol Service on the Cambridge pattern at the crowded Cathedral. 

29th. Call from Bishop Pickett and conference on his plan for 
raising huge fund to fight T.B. in India. 

Jan. 1, 1950. To the open-air New Year's service of the Hindustani 
Methodist Church, then back to wait at the roadside opposite Government 
House gate to see Pandit Nehru as he returned from the University Con- 
vocation. Had a good view. Was struck by his drawn, grey, haggard 
appearance. Such a change from the time I last saw him. 

Jan. 4th. In the evening to Public meeting to mect and hear Miss 
Jean Fraser and Dr. Visser t' Hooft of the World Council of Churches on 
their return from a tour of the Far East and the Bangkok Conference. 
Heard the latter forcefully set forth the three great enemies of the Chris- 
tian Church in the Orient, namely: 


1. Loss of religious liberty. 

2. Communism. 

3. Syncretism of religion... the growing tendency to accept all 
religions as but separate roads leading to the same goal. 

Jan. rgth. To the bank to invest Rs. 8,400 in Oliver Fund. 


Jan. 15th. Picked up our energetic Y.M.C.A. Secretary, Dharmaraj 
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to drive with him to the airport to meet old friend, D. F, McClelland, 
International Secretary of the Y.M.C.A. and take him to our home. In 
the evening to Tea at the Y.M.C.A. where McClelland spoke, and then 
to the Ca:hedral to hear Prof. Dharmaraj preach. 

Jan. 16th.18th. Saw McClelland off to Airport and left that noon 
by train for Pendra Road for Conference on the Sanatorium. On the 
18th. afternoon with Dr. Sukhnandan picking up Rev. S. M. Masih at 
Bilaspur and sharing his potato puris for supper. 

Jan. roth, 20th. The 3 of us arrived Nagpur early in the morning 
for Breakfast with Roderick Ede of the Friends Service Council, London. 
At 6 p.m. the four of us together with Miss Clark left for Itarsi. Ate 
sandwich supper in train and got the situation at Itarsi before us, Up 
at 4 the next morning and walked from station to the bungalow where 
we got another couple of hours sleep. After breakfast went around the 
Hospital and then in Conference with Dr. Cotelingam, Sister Baker, 
Messrs. Groom and Mirchulal. Finished Conference after Tea; saw Sukh- 
nandan and Masih off to Jubbulpore. Dined with Sister Baker, Miss 
Clark, Roderick Ede and Ratcliffe Addison, husband of our member 
Dr. Gail Addison. Off to Nagpur at 11. 

Jan. 21st. Arrived in Nagpur in time to go with Dr. Charles Bhatty 
and John Sadiq of the N.C.C. te see my first Cricket Match, Got a real 
idea of the game, and saw people who had been merely names before: the 
Nayidu brothers, Mankad, Joshi and Sarvathe of the Governor's Eleven 
and Worrell and Oldfield of the Commonwealth Team. 

Jan. 26th. Republic Day. In the a.m. down through decorated 
streets to the G.P.O. to buy Republic Day stamps for the boys. In the 
evening to inspiring service at the Cathedral with Pastors of most of the 
Protestant Churches taking part, in Hindustani, Marathi, Hindi, Urdu 
and English, closing with Jana Gana Mana. 

Feb. 4th. Off at 4 p.m. by Bombay Mail for Miraj picking up 
Dr. Macaden of Jalna the next morning at Manmad and travelling with 
him to Poona where we met the Rev. Messrs. Strickler and Kincaid. 

Feb, 5th. Arrived in Miraj and spent two days in Wanlesswadi Board 
and one in Miraj Board. Then two days in Bombay, meeting at the 
Inter Mission Business Office, Rev. Henry Ferger of the Audio-Visual 
Committee, just arrived from America, and getting a glimpse of the 
list of Medical and Health Films he has brought back. There also met 
Miss Manoramabai Powar of the Friendship Centre, Satara and the daughter. 
of Dr. Hiwale of the Ahmednagar College, both of them en route to 
America. Called at Bombay Medical Council Office. Off on the toth 
to Nagpur, travelling as far as Wardha with Rev. Frank Ryrie of .the 
Church of Scotland. 

Feb, 14th. & 15th. Off with Dr. Nichoson and Miss Clark for 
Vellore riding from Madras to Katpadi with Dr. Oliver of Nuzvid. The 
Hospital Station wagon crowded with us four, Dr. Lacy of Dhulai, Dr. 
Parsons of Bangalore, W. Bailey of the Mission to Lepers, Rev. Taylor, 
Miss Neudoffer of Guntur and Rev. Schwan. Billeted with Dr. and Mrs. 
Somervell at the Hospital. 


Feb. 16th. All day in Council Meeting, ably presided ove: by the 
new Chairman Sir Samuel Runganadham, ” 
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Feb. 17th. ‘Conferences with several at the Hospital including Dr. 
Angus Kinnear, the new Medical Superintendent and with Rev, R. M. 
Barton concerning the conduct of the Laboratory Technicians Training 
Committee during his immediate Furlough. Leaving at noon for 
Madras to spend a night at the Y.W.C.A. sharing a room with Rev. Ralph 
Corteling. Next morning had a good talk with him about our Audio- 
Visual Aid Committee. Off at 10:40 by Grand Trunk for Nagpur. 

Feb, roth. Arrived at Nagpur. Before I could go through my corres- 
pondence, Prof. Dharmaraj called with Wilson Hume, of the India Office 
of the Y.M.C.A. at Calcutta and young Mr. Stenger, whom I knew as 
a boy at Kodaikanal. He is the son of our former member Dr, Strenger 
at Ongole and has now come to India with his family for work in Y.M.C./ 

March 3rd. With Mrs. Wilder to dine with Justice Vivian Bose 
(Mrs. Bose being ill with Malaria) and with her uncle Dr. J. Campbell 
White who came out to India in the first decade of this century and 
established the Y.M.C.A. in Calcutta. Returning now at the age of 85 
he had flown about India and Pakistan, Stimulating to hear his reactions 
to the development of these two countries and his optimism for the future. 

March 11th. Out to N.C.C. Secretariat for morning Conference with 
them and Rev. J. K. Mathews, Secretary of the American Methodist Board. 

March 17th. Dr. Don Ebright, Director of Relief for the N.C.C. 
and its Secretary for Audio-Visual Aid arrived to stay with us. Went 
out the following afternoon to Council Lodge to meet Bishop Mondol, 
Ross Thomas and other members of the N.C.C. Relief Committee and 
to hear discussion of famine conditions and the situation in Bengal. 

March roth. Out early to Council Lodge with Ebright to meeting 
of the Officers of the N.C.C. to act on urgent business which should 
have come before the N.C.C. Triennial, now postponed to Fall. Vice- 
President Scott Wells of Calcutta arrived with latest news of the situation 
there. Present also was Rev. J. K. Mathews of the American Methodist 
Board. Got approval of the C.M.A. Budget, Resolution on Closer Co- 
operation with the Provincial Christian Councils and of the Madanapalle 
Program and Health Training Centre appeals, but the Resolution on 
Ludhiana and Vellore postponed to the Triennial and referred back to the 
Association for reconsideration. It was decided that Dr. Bhatty should 
make a Survey of the situation in Bengal and as it was impossible for 
me to accompany him, Dr. A. K. Sircar, the Bengal Area Secretary was 
asked to accompany him and evaluate the need for Medical Relief. 

March 20th. Mrs. Irene Mott Bose to tea and take us in her Baby 
Austin to the Village Work 7 miles out of Nagpur. Saw the rural health 
work based on a 12 bed hospital. So simple as to approach the primitive 
yet light and clean with carefully kept charts. The program is in charge 
of Nurse Bidari and his wife, who is a trained Midwife. Bidari is the 
brother of our Bombay Area Secretary and of Dr. Ratna Bidari of the 
Mary Wanless Hospital at Kolhapur. A short visit with the Ashenbocks, 
a young American couple who have lived in the village for two years 
in part of a village house which they have adapted. Now with their 
year old son, about to return to the States. Then saw the Farm School 
with all its many projects. 

March 23rd. Off for Delhi where spent all day on the 25th at the: 
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Secretariat with Dr. Benjamin. Lunch with him and Mrs, Benjamin at 
Western Court. 

March 26th. To Christ Church in the morning, there meeting to 
my surprise Dr. Douglas formerly of Lucknow and now in the Cowen 
Hospital, Kolar, Heard from her of the arrival of Dr. Fred Vogell and 
prospects of Dr. Shoemaker’s return. In the evening a short call at St. 
Stephen’s Hospital on my way to Church, meeting again Dr. Barnaby and 
Dr. Roseveare, the latter recently back from Furlough. 

March 27th. Much of the day at the Secretariat and as Dr. Benjamin 
had not received any intimation to accompany Rajkumari Amrit Kaur to 
Moradabad off myself at 4 o'clock to represent the Association at the 
opening of the Tuberculosis Wards of the Thomas Emery Hospital. 
Travelled from Delhi to Moradabad with Major and Mrs. Dark of 
Territorial Headquarters, Salvation Army. Arrived at 10.15 to be met 
by Dr. Neeve and handed over to Rev. Murray Titus, former Secretary 
of the N.C.C. and our first host in Nagpur, now back with the Methodist 
Mission. 

March 28th. To Hospital to find Rajkumariji; already arrived with 
Dr. Benjamin. Followed them around in their inspection of the Hospital. 
Then as Rajkumariji had conferences with citizens of the town, had with 
Dr. Benjamin a very satisfying conference with Col, Ivor Palmer, 
Territorial Commander of the Salvation Army at Delhi. Invited to lunch 
with these and with Rajkumariji at the Neeve bungalow, meeting there 
Dr. Neeve’s mother and sister, both of them out from England for a 
visit. In the afternoon the public meeting opened by music by the 
Hospital Brass Band and with inspiring address by Rajkumariji followed 
by opening of the Tuberculosis Wards and inspection of them. Tea at 
bungalow and as the Delhi train was over an hour late had opportunity 
for a long private conference with the Hon'ble Minister for Health. 

After her departure, inspected the Hospital more leisurely. The 
Hospital was added to by the Army which took it over during the war. 
The original buildings are fairly satisfactory. The Army handed over 
a very good Operating Building with good Theatre and other rooms. 
Some of the other buildings also taken over from the Army are in relatively 
good condition but many of them are purely temporary and must be 
scrapped. At 10 p.m. on board the bogey to be attached to the Delhi 
train. Awakened just before departure at 2 a.m. by brilliant lights and 
a torrent of Tamil in which I participated. 

Arrived Delhi next morning and left by Grand Trunk for Nagpur 
that night. 

April 4. To Council Lodge for Staff Conference with the N.C.C. 
Secretariat on the project of a Medical Survey. Valuable Assistance. 

April 5. Alice Clark returned from her tour of Gujerat and listened 
with interest to her account of the Hospitals there. 

April 8th. With Alice Clark to Council Lodge to consult with 
Miss Ruth Ure, the N.C.C. Secretary for Literature concerning the grants 
of Rs. 3,000 for health and nursing literature. Two mornings later the 
three of us to the Airport to meet Dr. Cicely Williams of WHO and 
talk with her about the Jet Series in which she is interested. Off that 
night for Pendra Road. 


i 
5 


2% The Journal of the Christian Medical Association 


Pendra Road r1th—15th. All day on the 12th and 13th till 6.30 
in Executive Committee. Till midnight writing up minutes. 14th, 9 a.m. 
~8 p.m. in meeting of Governing Body where I was relieved of the 
Secretaryship. 15th clearing up odds and ends and for ward round at 
Sanatorium with Dr. Thomas. Off just after noon to arrive in Nagpur 
the next morning. 

April 22nd. Attended my first meeting as a member of the Nagpur 
Branch 1.M.A. 

April 29th after just less than two weeks of Nagpur’s 107-111 left 
for Kodaikanal arriving May 2nd. 


NEWS NOTES 
RETURN FROM FURLOUGH 


Dr. Ranabhise, M.B.,B.S., of the Department of Medicine in Miraj 
Medical Centre has returned from a tour of America. 

Dr. R. W. Thomas of the Baptist Mission Hospital for Men in 
Palwal has returned from furlough. 

Dr. B. Noel Fletcher has returned from furlough and reopened the 
C.LB.C. Hospital in Anant Nag, Kashmir. 

Dr. Marion Shearburn has returned from furlough to the C.I.B.C. 
Hospital at Tank. 

Dr. John Taylor is back again in Roorkee. 
2 Dr. D. L. Graham has returned to the Christian Medical College, 


ILL HEALTH 


Dr. Carl Taylor of the American Presbyterian Hospital at Fategarh 
has antedated his furlough for health reasons. 

News has just arrived that Dr. Carl Taylor has successfully gone 
through his operation and no malignancy was found. 

Dr. Coapullai of the Arogyavaram Hospital, Sompeta and Dr. E. S. 
Chellappa of Madura have both been on the sick list. 

A bit of ill health has caused the postponement of Dr. John Carman’s 
return to Vellore from furlough until September. 


ON FURLOUGH 


Dr. Claire P. Thomson of Itki, Ranchi. 

Dr. Orpha Speicher, Church of the Nazarene Hospital, Basim, Berar. 

Dr. Carrie Robbins, Seventh Day Adventist Mission, Chuharkana, 
— Pakistan. 

Dr. (Mrs.) A. R. M. Korteling of the Arcot Mission, Punganur. 

Dr. Rodney Todman of the London Mission, Kowtalam. 

Dr. Gertrude Smith of the Lily Lytle Broadwell Hospital, Fatehpur. 

Dr. Hilda Smith of the U.C.C. Hospital at Indore. 

Dr. A. L. Sutherland of N.Z. Presbyterian Hospital, Jagadhri. 


‘TRANSFERS 


The former Dr. Beatrice D. Cluley of the Farrer Hospital, Bhiwani 
is now Mrs. C. Bolsin residing at the Chaplain’s Bungalow, Ajmer. 
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Dr. Mary Chacko of ew Travancore is now at the M.C. 
Dispensary, Palace Road, Alleppey. 

We saat that through misinformation the July Journal contained 
information that Dr. S. F. Benjamin was on the staff of Wanlesswadi 
Sanatorium. Dr. Benjamin is still practicing in Ratnagiri. 

Dr. J. B. Kellogg from the Brethren Hospital at Bulsar to the Irish 
Presbyterian Hospital at Dohad. 

Dr. Aleyamma Jacob formerly at the Jubilee Dispensary Ayoor is now 
at the C. D. Pharmacy, Edayaranmullay, Chengannur,. 

Dr. Joyce Robinson formerly of the Community Hospital, Landour 
to the B.C.M.S. Hospital at Kachhwa. 

Dr. I. E. J. David for many years Tuberculosis Clinic Officer of the 
Nagpur Municipality has resigned his post and opened the “Nagpur 
Tuberculosis Institute” at “Three Nal Chowk” Central Market Area, 
Itwari, Nagpur. 

NEW DEVELOPMENTS 

Dr. R. Ben Gullison writes that the Arogyavaram Hospital at Sompeta 
is constructing an addition which will accommodate 30 beds raising this 
to a 50 bed Hospital. 

Dr, Ian Thomas Patrick of Rajshahi, East Bengal writes of the change 
of policy and plant in the Christian Hospital there. From a Hospital 
for Men they have become a general hospital. ‘The Hostel of their Boy’s 
School has been made over into a general hospital with accommodation 
for 17 men and 12 women. The building was opened on April 4th 
by the wife of the District Magistrate. Rev. P. K. Barui conducted the 
Dedicatory Service using as his texts: “Except the Lord build the House 


they labour in vain who build it” and Matt. 10:5-15, the Disciples’ 
Commission. 

The staff of the Hospital consists besides Dr. Patrick of Dr. U. N. 
Malakar, Sister Roberts, loaned by the Australian Baptist Mission, 3 male 
and 2 female trained nurses and two compounders. 


ASSOCIATION NOTES 


Meetings were held of the Committee on Christian Medical 
Education on July 5th & 6th and of the Executive Committee 
on the 7th & 8th all in Nagpur. 


ANNUAL LANDOUR MEDICAL CONFERENCE 

The Medical Conference in Landour this year was held at the Com- 
munity Center June 24, 1950, under the chairmanship of Dr. E, Pedersen. 
Dr. Dorothy Chacko led a devotional period in which she emphasized 
that our bodies and their functions were fundamentally good. As such, 
our bodies are the temples of God. She stated that the normal condition 
of our bodies is one of health and that healing as done by Jesus was one 
of the signs of the coming of the Kingdom. 

Dr, S. Staley of Brindaban presented a paper on “Some Observations 
on Present Day Medical Practice and Surgical Techniques in Teaching 
Clinics in the U.S.A.” In his discussion he presented the following items. 
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(1) Recognition of increased importance of the bacteriologist in clinical 
medicine. (2) Charts showing effectiveness of four commonest anti-biotics 
against various pathogens and in various clinical disease states. 

Miss Edith Buchanan of Delhi presented a paper on ‘Public Health 
Nursing” as developed in the work of the College of Nursing, New 
Delhi of which she is a staff member. The College is organized under 
the Department of Health, Government of India and is a constituent 
College in Delhi University. It gives a 4 year basic course in nursing 
leading to the B.Sc. Honours (Nursing) which prepares for. public health 
or hospital work. One year courses are also given to certificated nurses 
to train them to be Sister Tutors or Instructors of Nursing and also 
to prepare Nursing Administrators, Nursing Superintendents, and their 
Assistants. 

A report from Miss Alice Clark, Secretary of the Nursing Auxiliary 
of the C.M.A., was read in her absence by Mrs. W. E. DeVol, R.N. 
Miss Clark reported the following. (1) Good progress was reported in 
training nurses and in publishing text-books in Hindi by the Mid-India 
Board. (2) The organization and functioning of the All India Nursing 
Council was reported. Regarding the registration of foreign nurses this 
Council has resolved that they may be registered for 5 years at a time 
provided that they are engaged in teaching or administration and do not 
engage in private nursing practice for, personal gain. The Council has 
also laid down conditions for recognition of training schools for nurses. 
(3) The present membership in Nurse’s Auxiliary is 600. More technician, 
compounder and midwife members are meeded. (4) English New 
Testaments for nurses may be obtained from the Gideon Society. The 
Nurses’ Auxiliary urges local church leaders in big cities to do everything 
possible to shepherd Christian nurses who migrate to the great cities and 
bring them into active church life. 

Dr. W. J. Virgin of Ludhiana gave a report on the progress of the 
Women’s Christian Medical College of which he is a member of the 
staff. He spoke of the steps being taken in upgrading the standards to 
meet Government requirements for, the M.B.,B.S., degree. More staff 
has been added, but yet more is needed. A first need is for a new hospital 
building, the land for which has been procured. Further equipment 
will also be needed. Prayer was asked that these needs be met. 

Dr. E. W. Wilder, Secretary of the Christian Medical Association gave 
a report of the Association's work. The membership is over 600 and 
eligible doctors were invited to join or renew their memberships. Hospital 
Sunday program was discussed and an appeal was made for donations 
from Churches, hospitals, and dispensaries. The problems of the Hospital 
Supply Agency were presented, and the need to find a successor by 
1952 for the present Manager was stressed. Dr. Wilder reported on the 
progess being made at Miraj and Vellore in the field of Christian Medical 
Education. Mention was made of the need for a secretary in the field 
of Public Health and Health Education. The Jet series of charts were 
mentioned, and were displayed on the literature table. It was reported 
that one medical unit is now at work in refugee relief in Bengal. Dr. 
Wilder gave a further report on the problem of recognition of foreign 
medical degrees. In conclusion he stressed the need of our mission 
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hospitals doing their best work following the example of Him who always 
did all things well. 

Dr. H. W. Williams of Dhariwal presented a paper on the “Treatment 
of Tuberculosis in General Hospitals.” In this he presented the view that 
many patients will enter a hospital near home who could not be prevailed 
upon to travel a long distance for Sanatorium treatment, and that if 
such treatment could be done in the general hospital it would be cheaper 
and the follow-up progress would also be facilitated. He discussed non- 
pulmonary types of tuberculosis which might be satisfactorily treated 
in the general hospital, especially now with the use of streptomycin. 

Dr. Marian Hall of Ajmer presented a paper entitled “Psychiatry in 
General Medicine”. In this she described many experiences while studying 
at the Mt. Sinai Hospital in New York. She emphasized that the 
psychiatric patient must be thoroughly studied for non-psychiatric causes 
for their symptoms. She also stressed that the true psychiatric approach 
should be Christian. 

Dr. J. Ballard of United Christian Hospital, Lahore reported on the 
use of “Aureomycin in Amebiasis.” In this he reported his own use of 
the drug and reviewed a recent article from the J.A.M.A. which concerned 
the use of Aureomycin in the treatment of 38 cases of amebiasis who 
had failed to respond to previous extensive use of the conventional 
amebicides, 27 (71°/,) of the 38 cases were considered “cured”. 

Dr. W. J. Virgin of Women’s Christian Medical College, Ludhiana 
presented a paper on “Pott’s disease and Allied Conditions.” He dis- 
cussed the pathology underlying the clinical signs and symptoms and 
the treatment of cases they have had. 

Dr. B. Steiner of Community Hospital, Landour read a paper on 
“Carcinoma of the Tongue” and discussed a case recently under his 
observation. 

Case reports were presented by Dr. B. Fleming, Landour, on uterine 
prolapse complicated by malaria and hidden infection of kala-azar; Dr. 
K. W. Bomham of Pendra Road discussed otomycosis; Dr. D. Chacko, 
of Gorakhpur discussed memorrhagia and pre-eclamptic conditions which 
were benefited by use of: Vitamin B. 

Dr. Ebright of Lucknow projected the following motion pictures: 

1. “Diseases of Ear, Nose and Throat” CL-8 Loaned by U.S. 

Information”’. 

2. “Defense against Invasion” E-3 Loaned by U.S. Information”. 

3. “Surgery in Chest Diseases” Loaned by British Information. 

4. “Papworth Village Settlement” Loaned by British Information. 

Miss Eleanor Foster and Dr. Virgin were ‘chosen to work with 
Dr. DeVol of Amer. Friends Chhatarpur on the oreparation of the 
program for the Medical Conference of 1951 in Landour. It was voted 
to have a two day conference next year. 

Dr. Fleming was requested on behalf of the group to write to 
Dr. Carl Taylor who is now under treatment at Vellore. 


Elizabeth Pederson, M.D., Respectfully submitted, 
Organizing Secretary. (Sd) 
Kenneth W. Bonham, M.D., 
Recording Secretary. 
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GUJARAT CONFERENCE—BARODA, JULY, 1950 

An unusually generous monsoon was the background to the first 
C.M.A.I1. Conference ever to be held in Gujarat. The Butler Memorial 
Hospital, Baroda made a very good centre and the Misses Precise and 
Overby excellent hostesses. 

A welcoming cup of tea was ready for the 70 doctors, nurses and 
technicians who registered before the Conference opened at 11 a.m. on 
Wednesday July 19, 1950. Dr. A. B. Cook (Anand) who had arranged 
the program was in the Chair and after the devotional exercises led 
by Dr. Hugo Hezlett (Dohad) he welcomed all who had braved the 
weather. Dr. Bidari (Area Secretary) who had intended coming was 
prevented by the rain and Dr. Margaret Johnson (Lusadia) also sent her’ 
apologies as she was unable to make the 25 mile horseback journey to the 
railway station. 

The first paper was Dr. N. Buxton’s (Surat) on Hospital Evangelism 
in which he put forward the ideal of every member of the hospital being 
an evangelist at heart and in practice. He felt that a non-medical hospital 
chaplain would eventually not be satisfied until he was also a medical 
worker e.g. when the chaplain would find a person he wished to talk with 
suffering from a headache he would surely want to be able himself to find 
the cause of the headache and cure it. Literature, Dr. Buxton felt, was 
especially valuable. It had the virtue that it couldn't argue back with the 
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reader and it could be handed out with a smile as something worth having 
by the busy doctor who hadn’t time to give a verbal message to each 

tient. Posters with texts on them were of very great value, too, the 
speaker felt. In his hospital, much to his surprise, Dr. Buxton had 
found bedside prayers with the individual non-Christian patient were 
welcomed and no one had ever. objected. The thought in the minds of 
all—patients and staff alike—should be that Jesus is the Great Physician 
and Healer; it is He that is doing the work—not us. 

Dr. H. C. Aldrich (Nadiad) whose subject was “Surgery in Gujarat” 
confined his half-hour to consideration of “Abdominal Surgery in Rural 
Gujarat”. He sympathised with the doctor whose well-meant operation 
ends in the death of the patient, and with the relatives in such circum- 
stances who preferred that their loved one should “die in peace rather than 
in pieces.” He had found that almost-moribund seven-day-old intestinal 
obstruction cases (say of pulseless strangulated hernia) could be saved by 
delaying the operation even further, but instituting immediately introduc- 
tion of intravenous salines, antibiotic therapy and alimentary suction. 
These measures improved the condition of many patients so that they 
became fit for the operation theatre a day or two later and were life saving. 
Perforation of peptic ulcer is rare. In his large surgical practice Dr. 
Aldrich has seen only 3 cases in 18 years. Carcinoma of the stomach was 
rare too and gall-bladder disease not common. Carcinoma of the rectum 
was common as was T.B. of the caecum and intestine. 

Dr. Wilder, who was welcomed for, coming specially from Nagpur, 
told the Conference that he thought one of the major functions of the 
C.M.A. was to hold Conferences where we could share our experience and 
problems—and while area Conferences were most valuable we should not 
be too provincial to attend the General Conference. From the other points 
in Dr. Wilder’s address we heard that the Association is doing much 
useful work in many spheres (no doubt largely due to Dr. Wilder’s 
enthusiasm and initiative). 

Owing to rationing regulations we had to split into parties for lunch— 
a most satisfying Indian meal. Unfortunately the hour allowed for this 
was not sufficient and the afternoon sederunt started nearly 25 minutes 
late thus failing to follow the good timing of the morning session. 

Dr. Isudas H. Christian (Anand) narrowed down. his remarks on 
“Medicine in Gujarat” to clinical descriptions of cases of tropical cosino- 
philia of the lung and vitamin deficiencies seen by him at the Emery 
Hospital. 4 

In her paper on “Nursing” Miss McDonald (Anand) described some 
things she found lacking in the nursing service. Lack of vocation she 
placed first. Lack of response among Christian girls to take up nursing 
Miss McDonald felt was because many did not really know what nursing 
involved. This could be corrected by a medical person putting Nursing 
before girls early in their school career. Further, there should be more 
pruning during training and only those suited to the profession and who 
shaped like making good nurses should be kept on. There is a great 
field for male nurses who are content to stay as nurses and not become 
half-doctors. The right men should be carefully selected before being sent 
for training. 
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Miss Overby (Baroda) spoke of preventative and public health nursing 
work in conjunction with “curative” work. She also reported some India 
Nursing Council resolutions ‘in loco” Miss Clark. 

Dr. Cook (Anand) gave us his paper on “Psychology in Practice, or 
Every Doctor his own Psychologist”. It is more important, we were 
told, to know what sort of patient has a disease than to know what sort 
of disease the patient has. Reports from the pathological laboratory should 
be our servants and not our masters, We doctors should remember that 
skill in the art of medicine is distinct from the science of medicine—and 
suspect the patient who has forgotten how to laugh. 

Time was running short when Dr. Cunningham (Bulsar) was called. 
He chose to speak only a few sentences. “We should so integrate ourselves 
into the community”, he said “that we shall be so important that we 
can’t be done without, and therefore if difficulty arises we will be asked 
to stay in the country and in doing so we can carry on our evangelism.” 
The Chairman hoped that Dr. Cunningham woula offer, his paper for 
publication in the Journal. 

A rather hurried epilogue closed the proceedings. Miss Rachel Thomas 
(Matron, Dufferin Hospital, Baroda) deputised for Dr. Margaret Johnson. 
She reminded us that it is our duty to attract others to Christ, therefore 
we must be real and true Christians of experience. “It is Christians who 
are sometimes causing more shame to Christ than others because they do 
not give time to their private devotions. It is on the busy hospital day 
when time is short that we need to spend more time at our, daily devotions. 

. Remember a kind word to a patient is not beneath the dignity of any 
doctor or nurse.” 

Dr. Pearson’s (Anand) prayer closed the meeting at 4 p.m. 

There was just time for a quick cup of tea before the bus loaded up 
with its passengers for the railway station. And so this experimental 
Conference closed. Everyone felt it has been a great success and looked 
forward to the next—in drier weather. 
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muel, Baroda* 
Bose, Anand* ariam Anand 
hristian® Mary McKnight, Broach 
Anand* Manilal Parmar, Broach | 
Koshy, Anand* Martha Borde, Baroda 
Kosy, Anand* Mrs. Hughes, Surendranagar 
ty ghes, Ana 
rson, Anand* D. Khanapur, Anand 
‘ Desai, Anand D. P. Christian, Anand 
ks Meyer, Broach* James William, Anand 


* C.M.A. Member 


Secretaries’ Tour. Dr. Wilder and Miss Clark expect to leave Nagpur 
on Sept. 6th for a tour of Pakistan returning in the second week of 
October. During this time the office will be open for care of mail. 
Extremely urgent communication may be sent to either Secretary c/o Dr. 
John Vroon, United Christian Hospital, Lahore, Punjab, Pakistan. Post 
to Pakistan only by air mail. 

During the furlough of Dr. Leonore S. Cooke, Dr. Harry Williams 
of the Macrobert Hospital, Dhariwal has agreed to act as Area Secretary 
for Punjab (India) and Delhi Area, 

During the absence on Furlough of Dr. Winifred Anderson, Patna, 
Secretary of the Bihar branch Dr. Ronald Macphail, Bamdah will be 
Ag. Secretary. 

Bombay Conference. The Conference of the Bombay and Saurashtra 
branch of the C.M.S. is to be held in Ahmednagar on Nov. 3, 4, and 5, 
1950. For applications and further details apply to Dr. D. A. Bidari, 
P.I.V. Mission Hospital, Pandharpur. 


A VERY PRELIMINARY SURVEY OF PREVENTIVE MEDICINE 

A simple questionnaire was sent out by Dr. Gladys Rutherford of 
India Village Service, Kasganj, U.P. to 210 doctors. 144 responses were 
received, of which 138 gave replies which have been tabulated. These 
replies came from Hospitals and Health Units in 17 of the 27 States of 
the Indian Republic, and 3 of the 5 provinces of Pakistan. 

The questionnaire, with a digest of the responses, is given below. 

I, Facts 
(a) Do you conduct 


. Ante-Natal Clinic? 
Post-Natal Clinic 
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Doctors Nurses. 
H, C, Aldrich, Nadiad* Mansukh Ratilal, Broach 
H, A, Hezlett, Dohad* Mrs. Resalarnma, Broach 
| George D. Solanki, Surat i G. Parmar, Broach 
Nirmala G. Solanki 
A. M, deQuadros* 
‘TeCHNOLOGISTS 
H. C. Gallagher, Nadiad 
F. C, Fairbanks, Nadiad L. Precise, Baroda 
Nightingale, Ahmedabad 
Srupent Nurses 
Sharda Baroda d 
Indira Baroda 
Divyapral a Macwan, Baroda 
Suman A. Macwan, Baroda 3 
Savita K. Frank, Baroda 
P. Parmar, Baroda 
| Number Percentage 
2 eee 68 
3 ) ic? 60 43% 
4, Venereal Clinic?... eee 70 51% 
6. Leprosy Clinic? 59 43 
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Nore: 
27 reported that all these subjects: were dealt with generally at one 
clinic. This would suggest that no specialised clinical work is 


done, but that they are dealt with in the general course of out- 
patient work. 


If those who answered the points singly may be taken as conducting 
special clinics for the six subjects named, the percentages work 
out thus: 


1. Ante-Natal Clinic ... 
Post-Natal Clinic ... 
Baby Welfare Clinic 

4 Venerea! Clinic eee 

5. Tuberculosis Clinie 

6. Leprosy Clinic ... 


(4) Do you conduct periodical physical examinations of 


1, Students in Schools... ved ose 
2. Students in Colleges or Training Schools 
3. Church Workers ove 


Nore: 
As colleges and training schools will not be in the vicinity of all 
hospitals, the low percentage under that head may not mean 
that so much less work is done amongst college and training 


school students than amongst elementary and secondary school 
students. 


Since church workers will most certainly be found in all localities 
where there is a mission hospital the percentage would indicate 
that more physical examination might be done in that class. 

(c) Do you carry out periodical immunisation for any group outside 
your Hospital or Dispensary? 


75 54% 
Do you carry out emergency immunisation in case of epidemics 
107 77% 
(d) Do you do health education work in 


Hospital 66 
Dispensary 48 
Villages 
Schools 37 


Note: 


Since 78°/, of hospitals conduct periodical physical examinations in 
schools the low percentage of health education work in schools 
is strange. 


What means do you have or have the use of for such education? 
Leaflets 
Flannelgraph .., 
tern 


we 
eee 
on one 
“or 
J 
4 
3 
AN 
{ 
48% 
35% 
29% 
| 
9 
Filmstrip Projector .. 30 22% 
4 
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¢ Do you have any member of your staff who gives full-time or 
r part-time to Health Education and Preventive Medicine? 
25 17% 
Have you a Medical Social Case Worker or an Almoner? 


il 8% 


2. Future 
Would you care to join a group for, the exchange of opinions and 
experiences by correspondence as explained. 


110 79% 
Digest made by L. Watts, 
World Dominion Movement Office, 
Farley, Ootacamund. 


INSTITUTIONAL REPORTS 


MACROBERT HOSPITAL DHARIWAL, PUNJAB, INDIA 

The attractive line drawings which characterised the cover and section 
heads in the last report are still present but have given place to some 
extent to a central section of photographs fairly well reproduced. 

Events of the year were the installation after many years of faithful 
service in the Hospital of Major Ghulam Masih as Business Manager and 
the completion of the first instalment of the five-year building program 
leading to a 150-bed hospital. The new Out-Patient Department was 
completed and work on the Children’s Ward begun." The Report looked 
forward to the arrival early this year of Captain Ruth Wolcott, a trained 
laboratory technician and the setting up of laboratory training. 

The Report describes four of the main medical problems with which 
the Hospital deals and continues the project begun last year of explaining 
in popular terms the cause and treatment of three major conditions met 
with in the Hospital. 

The Statistics for 1949 are again incomplete in that they do not show 
the number of laboratory examinations done. ‘There is a slight fall in 
Out-Patient numbers, due probably to the return to more normal condi- 
tions in this frontier outpost. The number of deliveries is about the same 
but the number of operations is nearly double that of the preceding 
year. The financial statement includes some capital with the current 
receipts and expenditures, The latter account is about the same as for 
1948 and just under one lakh of rupees. 


CHURCH OF SCOTLAND MISSION HOSPITAL, JALNA, HYDERABAD 
Desperate economic conditions and shortage of grain supply caused 
severe malnutrition and il] health in the community leading to the highest 
figures for treatment in history in the hospital. During the first quarter 


1 Opened on Sunday, 23rd july 1950, by Lt.-Colonel I. Palmer, Territorial 
Commander of the Salvation Army for Northern India, this new block consists of 
accommodation for twenty children and a Demonstration Room for nurses and laboratory 
technicians. The Punjab Government made a grant of Rs. 20,000 to this scheme and 
the remaining sum hac come in donations ranging from Rs. 5 to the Rs. 2,000 given as 
a thankoffering from the father of a little girl born in the hospital three ago. 
‘Toys were given by boys and girls. 
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of the year the men doctors went in turn weekly 40 miles to the C.M.S. 
Hospital in Pachod assisting there until the return of Dr. Jeffree. This 
notable contribution to inter-Mission co-operation was further enhanced 
by the visits of the Deputy Commissioner for the Church of Scotland in 
the U.K. and Dr. Anderson of the C.M.S. and development of further 
plans for co-operation between these institutions. Dr. William Todd 
joined the staff and Dr. Mathew left for Vellore for, the short M.B. Course. 
As far as weather and time permitted the Rural Dispensary Team went 
weekly for dispensary in the surrounding villages seeing an average of 
100 patients per visit. The Gospel was preached and latterly Health talks 
with the aid of posters were given, Preventive Medicine also was kept in 
mind at the Center and talks were given in classroom and wards and to 
Church Workers. 

The Christmas Party for members of the Staff and their families 
including babies and grandparents, 250 in all, was a gala occasion. Hos- 

ital Sunday was also emphasized, large gifts of fruit, poultry, soap, etc., 
ra given to the Hospital and Rs. 100 sent to the Oliver, Fund. Leprosy 
ony Aa was observed with talks on the work of the Hospital in 
s field. 

The Women's Guild of the Seot’s Kirk in Bombay gave six beds for 
the Women’s Surgical Ward helping the Hospital to meet the increased 
demand on its services. A sanitary system, and extensions to the Out- 
Patient wards, nurses Home and theatre are on the list of projects. 

The statistics show a moderate increase in all departments over the 
previous year. Significant figures for this 110-bed hospital are Out-Patients 
95,462; In-Patients 3,671; Operations 2,172; Laboratory Exams. 17,070. 
The total expense for the year was 1,38,000 including a setting aside of 
Rs. 15,000 in Reserve, thus decreasing the Opening Balance carried for- 
ward from Rs. 11,243 to 2,959. 


WARDLAW THOMPSON HOSPITAL, L.M.S, 
CHIKKABALLAPURA, MYSORE 

Last year’s Report told of this Hospital's Five-Year Program largely 
completed in 1948. In 1949, five years after the first plans were made 
the last building was completed. This was a modest extension to the 
Out-Patient Department for Women replacing the single room which 
previously served as consultation and treatment room. This was the gift 
of a local merchant and following the dedication ceremony the donor 
gave a dinner to which were invited not only the members of the hospital 
= friends but many of the workmen who had participated in the 
work, 

The increase in accommodation has resulted in increased demands 
upon the Hospital which have been met without additions to the staff. ; 
Tribute is paid to all who have helped carry this additional burden and 
especially to the laboratory workers. “To see Vincent quietly and patiently : 
coaxing two feet of rubber tubing down the throat of an alarmed and 
gulping villager is a sight which may be seen nearly any morning.” 
Despite the good work done by these two workers reference to the statistics 
shows that the 7,000 lab. examinations are still small for a hospital of 
105 beds. The only major change in the staff was the departure of veteran 
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nurse, Mr. J. Selvanigam for further training in genito-urinary and venereal 
diseases in England. It is a tribute to his work and to the Hospital 
training that this nurse who had only the vernacular training was selected 
by the Government of India for this further education at their expense. 
While the Hospital rejoices in this reward of merit, it deeply feels his loss. 

Miss Bennett, sister of Mrs. Marler a retired missionary of the London 
Mission, since her own retirement has been giving her services to the 
Hospital in the drug room in an honorary capacity. 

Four bits of needed equipment have been donated during the year. 
A new motor pump from the Directors of the Home Board, an electric 
still by Mrs. Marler, two spring beds by a local cinema proprietor and 
a delivery cot. 

A section devoted to the common medical diseases emphasizes the 
problem of Tuberculosis and tells at length of the work of the neighbouring 
Sanatorium at Arogyavaram and of the Madanapalle Fifteen Year 
Program. 

It is interesting to note that the Church Council has designated an 
evangelistic worker to the Hospital for work and experience prior to assign- 
ment to the district. 

The Statistics show the increase over 1949 mentioned above. The 
daily number of In-patient has risen from 77 to 86, total out-patients by 
3,000 to 27,750. A section is devoted to Finances indicating that 75°%, 
of the cost of operation outside of missionary salaries is derived from 
India but a financial statement is not included. ; 


CHURCH OF SOUTH INDIA HOSPITAL, MEDAK, HYDERABAD 

The Hospital had the services of Dr. Currant for half of the year. 
He has now gone to Dichpally Leprosy Hospital. Dr. K. P. Nair also 
put in a year of service before going for higher studies. 

Following the departure of Dr. Currant the services of Dr. Russell 
late of China have been added. Sister Kamalam Paul spent part of the 
year taking higher training at Vellore. “In her absence the Nursing 
Staff has been greatly strengthened by the appointment of Miss Gwen 
Parks, lent to us by the Dornakal Diocese—an arrangement which has 
been one of the many happy fruits of Church Union.” 

While the Hospital is still without a woman doctor it is gratifying 
to note that practically all the Muslim families of the neighbourhood are 
willing for a man doctor to examine and treat their women. Valuable 
help has been given through the part-time work of a former C.M.A. 
Secretary, Dr. Whittaker, wife of the Bishop, and by Dr. Williams, wife 
of the Deputy Civil Administrator. 

A marked drop in the incidence of malaria, formerly one of their 
biggest problems has occurred following the prophylactic use of paludrine 
in the schools and among workers in the compound. Dysentery has also 
decreased following routine use of D.D.T. The three “T’s” Tuberculosis, 
Typhoid and Tetanus rank with venereal disease and injuries as the major 
conditions dealt with. 

With the cessation of disorder in the State several items of repair, 
replacement and remodelling have been carried out. 

The dispensaries at Shankarampet, Papannapet and Wadiaram have 
continued to do good work. 
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Sixteen nurses passed their exams., three with distinction and twelve 
new students have been taken. 

“The Morning Prayers for staff and patients, and the Midday Inter- 
cessions have been continued regularly. . . . Our, intercession list day by 
day carries the names of the most seriously ill patients and there have 
been one or two wonderful recoveries of patients for whom we had felt 
that racdically there was no hope.” 


Statistics 


New Out-Patients ... 
Laboratory Examinations 


Abnormal Materr.ity 
Finances are not mentioned except for the statement that there has 
been a considerable deficit. 


NOTICES 


The McGraw-Hill Publishing Company, 330 West 42nd Street, New 
York, N.Y., has entered into an agreement with University Microfilms, 
Ann Arbor, Mich., to make available to libraries issues of a number of 
publications in microfilm form. 

One of the most pressing problems facing all types of libraries today 
is that of providing adequate space for a constant flood of publications. 
— pose an especially difficult problem because of their bulk and 
number. 

Microfilm makes it possible to produce and distribute copies of 
periodical literature on the basis of the entire volume in a single roll, in 
editions of 30 or more, at a cost approximately equal to the cost of 
binding the same material in a conventional library binding. 

Under the plan, the library keeps the printed issues unbound and 
circulates them in that form for from two to three years, which corresponds 
to the period of greatest use. When the paper copies begin to wear out 
or are not called for frequently, they are disposed of and the microfilm 
is substituted. 

Sales are restricted to those subscribing to the paper edition, and the 
film copy is only distributed at the end of the volume year. 

The microfilm is in the form of positive microfilm, and is furnished 
on metal reels, suitably labeled. Inquiries concerning purchase should be 
directed to University Microfilms, 313 N. First Street, Ann Arbor, 
Michigan. The journal is so obtainable. 


THE INTERNATIONAL CONGRESS OF DERMATOLOGY 
Preliminary Notice 


The Tenth International Congress of Dermatology will be held in 
— during the summer of 1952, under the Presidency of Sir Archibald 
ray. 
A preliminary program will be prepared during the current year. 
As a result of the disruption produced by the last war, addresses of 
the Secretaries of certain Dermatological Societies are not available, so 
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that all those interested are asked to communicate with me at the Institute 
of Dermatology, St. John’s Hospital for Diseases of the Skin, Lisle Street, 
Leicester Square, London, W.C. 2. 

Gorvon B. M.D., General Secretary. 


NOTICE TO MISSIONS ‘& HOSPITALS HAVING STUDENTS AT VELLORE 

The Director of the Christian Medical College, Vellore wishes to call 
the attention of Missions and Hospitals which have students in Vellore 
to the following: 

Students of the Short M.B. Course should not be employed during 
the period of their studies. This particularly applies to periods of vacation 
or between the end of the course and the examinations. The course is 
a strenuous one and all available time is needed for study. 

Kindly send ALL MONIES for students for whatever purpose to 
them through the Bursar of the College. It is important for the College 
and for the Missions to know the sources and amount of financial support. 


TUBERCULOSIS SEALS 

Many are acquainted with the use of Christmas Seals or Stamps in 
the countries of the West, in order by their sale to raise money for the 
battle against tuberculosis. Last year in America $20,000,000 was raised 
by this means for this purpose. Similar seals were introduced into Korea 
by the Drs. Sherwood and Marion Hall. After their arrival in India to 
work at the Madar Sanatorium they introduced them into India and for 
a number of years now they have been produced and sold for the benefit 
of Christian Tuberculosis Sanatoria in India. The project has been some 
what limited in extent by lack of adequate publicity and promotion. 

In view of the tremendous need for funds to fight this terrible disease 
and the great potentialities of this method of raising funds it is welcome 
news that the Doctors Hall have permitted the Tuberculosis Association 
of India to take over the Seal Campaign this year. The design for this 
year has been chosen by Dr. Hall and accepted by the Association. The 
stamp is to be on sale throughout India on or before October 1st, for 
use during the holiday season of Diwali and Dusserah and throughout 
the year. It is our hope that the idea will be universally adopted with 
enthusiasm. As half of the beds for the treatment of tuberculosis in India 
are under private auspices it is hoped that Christian Sanatoria will increas- 
ingly benefit from the wider appeal. Buy in quantity and use throughout 

¢ year. 

r SITUATIONS VACANT 

Wanted Indian Lady Doctor for Canadian Mission Hospital, Hat 
Piplia, near Indore (35 miles) Madhya Bharat. General Hospital. Full 
particulars on application. Write sending full qualifications to Medical 
Superintendent, Dr. Merle Patterson, 


Wanted a trained female Nurse for Christian Hospital, Jagadhri, of 
100 beds. Grade: Rs. 60-3~75 plus Dearness Allowance and free accom- 
modation. Apply to Dr. S. Herbert, Mission Hospital, Jagadhri. 


SITUATIONS WANTED 
Lady Health Visitor, Graduate of Lady Reading, 13 years experience, 
with midwifery qualifications, desires post. Enquire Mrs. H. Perera, 
c/o Dr. Mabell Hayes, Agricultural Institute, Allahabad. 
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NURSING NEWS 


NURSES’ AUXILIARY OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


No, 112 September 1950 No. 112 


The Extension of the Kingdom of Christ 
the Ministry of Health and Healing 
OBJECTS 


1, By mutual co-operation and encouragement and by the cultivation of « 
fraternal (brotherly) spirit among all Christian nurses. 
a By efforts to secure the highest efficiency in Christian nursing education 


message. 

4. To supply a means of co-operation with the Christian Medical 
matters of ve the Medical and 
Nurs j 


5. To consider the special work and problems of Christian nurses. 


PRAYERS 
Let us Pray that we may help God to use the Nurses’ Auxiliary to extend the 


Ki of 
work shall here today hallow God’s Name, seek His Kingdom, do Will. 

Let us Pray for our Officers that they and we together may do God’s Willi. 


(5) 
OFFICERS 
Mus F, &, Gaucry, Hat Piplia, Via Indore, M.B, 
Pakistan, Miss BE, France, Peshawar. 
Mid-India, Ma, Joun Haraison, Mission Hospital, Ratlam. 
Bengal, Mus F, Smrru, Bankura, BLN, Ry. 
Bombay, Miss G. E, SLOAN, Poona, 
South India, Miss ALey Maruews, Ranipet, 
Miss A, M, Ciarx, Nelson Square, Nagpur, C.P, 
Miss L, Smuss, C.M.C, Hospital, Veliore, 
Da, V. Benjamin, 
Da, E, W. Wrtper, Nelson Square, Nagpur, C.P, 
Miss |, Underhill Lane, Delhi. 


Miss Marvin, Mission Hospital, Gauhati. 
Miss A, Cargo, Duchess of Tech, Hospital, Gulzarbagh, Patna. 
Mars, DuNCAN Feaser, Wilson College, Bombay, 


Muss Tara SINGH, Banswara. 
+ Muss Kamara Paut, Medak, 
Mus V, A. Loraren, Rajahmundry, 
Ma. ARULASANAM, Mathurai. 
Mass D Tuy D Montgomery. 
Muss V, Wittiamson, Catherine Booth Hospital, Nagercoil, 
Muss D, Arxins, Kachhwa, Mirzapur Dist. 


Mass Nevoogarrer, Guntur, 
Muss M, M, Kaogwuse, Baitalp ur. 


Ma, C, H, Maraews, Clough Memorial Hospital, Ongoles 


Mar. GNANAKANMALAI, W.F.P, Memorial Hospital, Mathura 
India, 


Miss Mary Tuaxue Das, Mission Hospital, Indore, 


| 
3. By the spread of information concerning the need of nursing work and its 
Presidems 
View Presidents 
Secretary- Treas rer 
News Editor .. 
Cowopted from C.M.A, 
Branch Secretaries— 
Bihar and Orissa oe oe } 
Malkya Pradesh 
Hyderabad 
Madvas— Andhra 
Madras—Tamil . 
W, Punjab 
Travancore . 
Utter Pradesh 
South India Nurses’ Examine 
Mid-India Board of Examiners 
Language Editors— 
Hindi . 


NEW MEMBERS 


No. Name 
53 Migs Matilda Mies¢ 


142 Miss Ruth Devadatt 
145 Miss Margaret Roelke 
515 Miss Erilla Siemlieh 
552 Miss Rachel Jamir 
555 Mrs. Lal Piang Ralsun 
553 Mrs. A. Kijungluba 
94 Miss Helen Harder 
95 Miss Gunvor Glausen 
97 Miss Ingeborg Kleven 


257 Miss K, Grace Bala Mary 
259 Miss S. Vijayakumari 
254 Mr, S. Sanaraj 

105 Miss Marian Schaefer 
100 Miss Haze! Messer 


101 Miss Louise Landon 
102 Mr. Devdas P. Christian 
485 Miss Louise E. Tissot 


pital, Balti 
Welsh Mission Hospital, 


Shil 
Mision Gauhati, 
We 


Mision Hospital, 


Boat Boniface School of Nurs- 
ing. Manitoba, Canada 
Det Norske Diakonhjems 
Sykehus, Oslo, Norway 
arstad and Troms Fylkes 
Harstad, Norway 


Kugler Hospital, Guntur 


King George Hospital, 
Visakapatam 


adia Hospital 


U.S.A., 

linen onic Hospital 
inois ital, 
Chicago, IIl., S.A. 

Salvation Army Hospital, 
Anand, Kaira Dist. 

Hospital des Cocolle, Swit- 
zerland, 


Present Apress 


L.L. Broadwell Hospital, 
Fatehpur, U.P. 

Hospital, Borsad, 

Seventh Day Adventist Hos- 
pital, Rangoon, 

Civil Hospital, ‘al, Shillong, 
Assam. 

Impur Mission Compound, 
Mokokchung, Naga Hills, 

Civil Hospital, 
Cachar Dist. 


Impur, P.O. Mokokchung, 
Naga Hills, Assam 
Shamshabad 


Government Hospital, 
Anantapur 
Do 
Do 
Bilaspur, C.P. 
Dahanu Road, Thana Dist. 


Baihar, Balaghat, C.P. 


Salvation Army Hospital, 
rouy Hospital, 

tla, Guntur Dist. 


BUILDING FOR THE FUTURE 


The fact that so many of us have met here today is to me an indication 
that we are interested in providing good medical service not only in our 


own sphere, but throughout this great land of India. 


We are greatly 


handicapped in our program of building up our medical service by the 
shortage of materials. This applies also to nursing that very important 
part of medical service. By nursing I mean good, reliable, willing, whole- 
hearted service to the community in which we live. 

The following are some of the things which are lacking in our 
nursing service: 


I. Sense of vocation 


Nursing is not only a means of earning a living. Our young people 
need to learn that there must be in their hearts and minds a definite 
desire to do nursing and to give service. This involves an understanding 
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of the meaning of a life of service. Many of our young people think 
_ that when they pass an examination they have finished their education. 
In reality the passing of an examination is only a bridge whereby one 
can cross to greater usefulness. Only when we read our newspapers 
and take an active interest in the affairs of our town or village can we 
give any service to our fellowmen. 


Il. Lack of response in applying for nursing 

Why do so many of our young people want to do teaching? It is, 
perhaps, because they are familiar with their teachers and have made the 
school Principal or Head Mistress or Head Master their ideal. 

Nursing, to many of our people, is connected only with pain as of 
a toothache, or illness such as measles. It is up to us, who are nurses, 
to familiarize these young le with the aspects of nursing. This 
should begin long before they leave school. Home nursing courses, 
talks by doctors and nurses and visits to hospitals could be very useful 
tools for promoting interest among our school children. 


III. Lack of teaching Materials in the Vernacular 

The Nursing News is printed in English and other languages but 
not in our language. Can we not do something to get it in our own 
language? 

Most of the Gujerati textbooks have been translated from English 
textbooks. Some are badly translated as well as not being suitable for 


our country. 


IV. Method of training 

In these days there is a great leaning towards more theory and less 
practice in the training of nurses. Would it help these students to have 
only theoretical work during their first six weeks of training? During 
this time they could pay visits to the wards for practical demonstrations, 
planned in advance. At the end of the six weeks they may be eager to 
put into practice in the wards the things they learned in the classroom. 

We are still facing the old question as to whether students in training 
should provide the main nursing service on the wards. 


V. Preliminary Training School 
Since the government has closed their preliminary training school in 


Ahmedabad, this may be the time for mission hospitals to establish their 
own. 


VI. Care of the Nurse 


A. Health and Diet 


In order to maintain health in these days of rationing it is often 
necessary to give extra milk, eggs and fruits. 
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B. Morality 

Many young people lose their balance when amongst many others. 
away from home. This brings us to the great problem of patients’ 
relations. Because many of them sleep in the wards (often more soundly 
than the patients themselves) the nurses are hindered from accomplishing 
their tasks acceptably. The nurse cannot be present with each patient 
every minute to see that a well-meaning mother-in-law does not push a 
bunch of peacock feathers inside the binder of a patient who has just 
had a gastroenterostomy operation or that she does not place three hard 
pillows under the head of her son who has just had spinal anaesthesia 
and should keep his head low. Too often we expect first class results 
when we furnish only third or fourth class conditions or surroundings. 
Strange but true we often get the first class results we anticipate. Be 
that as it may, it is not good for the new nurse to mix with so many 
people all at once. 


VII. Pruning during Training 

If we are to train only the best, and if only those who give their 
best are really worthy of training as nurses, we should be prepared to 
advise those whom we consider unsuitable to withdraw from the course. 
Passing examinations does not make a good nurse. 


VIII. Nursing Etiquette 


Our nurses must be trained to accept orders, to give orders, and to 
keep order in their wards. Only those suitable for leadership should 


be trained. 


IX. Male Nurses 


This is a subject that comes up at almost every conference. There 
is a great field for any young man who is willing to become a nurse. 
Careful selection of candidates should be made. A good plan would be 
for each hospital needing male nurses to select its own candidates and 
send them for training to some recognized school. 


X. Staffing of Hospitals 


The greater part of the nursing personnel should be trained. All 
hospitals cannot have training schools. Those that have schools should 
train nurses for the smaller hospitals. It may be possible and necessary 
to have affiliated training. 

Mission hospitals, large and small have given valuable service to the 
medical needs of this land in the past. Much of our structure needs 
overhauling. We should be able to give the very best in the way of 
nursing service. Our hospitals should lead in teaching and practical work 
and in seeking the highest good of the people. We are ambassadors of 
Our Master who said, “Freely ye have received, freely give.” 


(Written from the talk by Miss J. McDonald, Salvation Army 


Emery Hospital. Anand, at the C.M.A. Regional Conference, 
Baroda 19.7.50). 
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(Written by a Priliminary Student of Nursing, Miraj Medical 
Centre, Miraj.) 


TO A FRIEND, AN INTERGRADUATE, SEEKING TO 
ENTER A PROFESSION 
Dear Sam, 


It gives me great pleasure to write you this letter. 

I am now a student nurse and I am sure you would like to hear 
something of the profession. Before telling you about the present day 
professional nurse, let me tell you what I had thought of it, before I 
came here. 

I had always been thinking the duty of a nurse would be to take 
care of the patient, bandage the wounds, note the temperature and report 
the patient’s physical developments and difficulties to the immediate 
authority, and of course this was true till not very long ago. But it is 
quite a bit more in the case of the present day “Professional Nurse” and 
perhaps will be still more as days go by and as changes occur in science 
and civilization. 

The term nurse was extracted from the word nourishment. In ages 
gone by, nursing was counted an act, developed from the mother’s care 
of the young. Its growth was limited due to caste rules and social 
practices. Women were not allowed to work outside, thus a few old 
women, who counted nursing to be a service did it as volunteers, but 
= they had no specified knowledge and technique of the art and science 

nursing. 

The priest was the physician, for it was believed that the evil spirits 
caused the diseases and the physician knew how to drive out the evil 
spirits. He had to lead the people regarding the knowledge of God and 
devils. ‘The assistant to this physician was the nurse, but the intention 
of the physician to usurp the nurse, gave less chance of progress in 
nursing. 

Till recent years nursing was not up to the present day standard and 
indeed there is going to be a higher standard in days to come. Formerly 
nurses were to play the defence part only, but today a nurse is to know 
the way of combating the causes of diseases. The subjects in the course 
teach scientific knowledge, how to study the needs of the patient, the 
body’s structure, different organs, their functions, techniques of nursing, 
learning to live an exemplary life and the knowledge and the growth of 
nursing. 

A professional nurse today must have the scientific knowledge con- 
stantly renewed by research work, as in any other profession. A nurse 
is to realize her responsibilities and work for social ends, which is service 
to the nation and humanity, which ultimately is service to God. The 
nation’s uplift is much in the hands of nurses for it is they who help 
to fight the main enemies of the progress of civilization: disease and 
ignorance. 

To do what they are really meant for, nurses should have practical 
knowledge, communicated to them through a highly specialized educa- 
tional discipline. While in school the teachers that teach are well trained 
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post graduates, especially meant for the purpose. You might say why 
shouldn’t the doctors teach? Well the doctor’s knowledge of nursing is | 
from the medical point of view but the graduates have done nursing and | 
therefore have a better knowledge of what the student needs. I don’t 
mean that Post Graduates know more than doctors but that nursing, 
though a part and parcel of medicine requires a different study of it. 

Civilization is fast heading to higher pitches and a professional nurse 
needs to get information of the times. This the nurses get from the official 
organs of the different professional organizations. Here, the Bombay 
Provincial Nurses Association is the immediate authority. To know of i 
the national developments, we can rely upon the Trained Nurses Asso- , 
ciation of India and World wide improvement is known through the 
International Council of Nurses. These organizations help us to gain the 
knowledge of new discoveries and scientific achievements through their 
magazines, which they publish in our interest. They also represent us 
to the government and thus help us to get support from it. They encourage 
us to work for the uplift of the nation and world, thereby giving us the 
chance of serving humanity. 

Now don’t you think nursing is a noble and worthy profession? I 
hope to write to you more of the practical work in nursing when I go 
to work in the wards. - 


Your sincere friend 


QUIET HOUR MEDITATION 


[Continuation of devotional topics taken from the booklet “ Disciple 
and Discovery” by Rev. Albert Edward Day and published by the Upper 
Room Press. It is here printed in part by special permission of the 
Upper Room, Nashville, Tennessee, U.S.A.) 


Simplicity (continued) 


Follow some suggestions as to the disciplines which have proven 
helpful. They will help you, too, if you do not assume that you, alone, 
by practicing them can achieve your own deliverance from your ego- 
centric self. Such an assumption would only foster pride. That would 
be an anomaly, wouldn’t it—to become proud of your progress in humility! 
So use these disciplines faithfully, but also in dependence of God. 

1. Begin the day by looking at Jesus. Nothing is quite so humbling 
as even a cursory glance at his perfections. Self satisfaction disappears 
when one watches him moving up and down the roads and streets of 
Galilee and Jerusalem. 

So, take time to read from the gospels the story of something Jesus did, 
or said, and to contrast it with what you do or say, day after day. 

If there is no opportunity to read, then recall some episode in his life 
or some phrase from his teachings, and set your own life and words in 
that light. 

2. Recall your own sins and imperfections. Do not do it morbidly, 
but do it realistically. Say to yourself, “That is the kind of person I am.” 
Such recognition is wholesome medicine for the sickness of complacency. 
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3. Forget the imperfections of others. To dote on them is to foster 
pride. Remember the Pharisee: “Lord, | thank thee that I am not as 
other men are.” A contemporary said to his friend, “When | look at 
others I conclude that I am not so bad after all.” Along that way lies 
moral and spiritual death. So check yourself any time you find your 
mind dwelling on the faults of your neighbors. 

4: Beware of seeking honor from men. Rather endeavour to keep 
out of the “‘lime-light.”” In public assemblies be inconspicuous. Stay away 
from the platform. Recall the counsel of Jesus, ““When thou art bidden 
to a wedaing . . . go and sit down in the lowest place.” Deliberately 
spurn to seek office and recognition. Never “play to the galleries.” 

5. Every day do something in the spirit of Paul's exhortation, “In 
honor preferring one another.” That will hurt. But it will hurt where 
you need to be hurt—in your pride. 

6. When you do a good deed, make a contribution, send flowers 
to the sick or bread to the hungry, do it anonymously, in the name of 
Christ only! “Let not thy right hand knew what thy left hand doeth.” 

7. Resist all temptation to “‘set yourself up” in the eyes of other 
people. “Let each esteem other better than themselves.” 

8. Find each day something to do that is considered beneath your 
station. Remember Jesus: “He rose from the table, laid aside his robe 
and tied a towel around him... and began to wash the feet of his 
disciples." Do the job around the home and in the office or at the 
church that nobody else wants to do. 

g. Never make an effort to be seen in the company of people of 
importance. “Associate with humble folk.” (Rom. 12:16) Go and sit 
by the person whom others avoid. 

10. Curb your tongue the moment it begins to find fault with others. 
Fault-finding is a manifestation of the ego at its worst. “Who art thou 
that judgest another?” 

11. Also, eliminate any disposition to complain at your situation. 
Such complaint implies that you deserve something better. You don’t! 
None of us does. Tell your ego that! 

12. Restrain your propensity to give advice to all and sundry. Advice 
is not only cheap but churlish. It assumes superior knowledge. That 
assumption is not good. 

13. Limit your speech-making. “Much and willing ing is the 
effect of tepidity, self-love, and pride; for commonly it flows from an 
‘opinion that we can speak well, and consequently out of a desire of 
gaining estimation from others. . . . But such intentions and designs as 
these, the disciple of true humility and spirituality will abhor.” (Holy 
Wisdom, p. 236). ; 

14. Cheerfully accept humiliations. 

“We desire to be humble but we want to pick and choose the means 
of becoming so for ourselves, which only means that our supposed humility 
is nothing else but self in a new disguise. The only sure way of becoming 
humble :is the training of ourselves to say, Deo gratias (thanks to God), 
for the daily inconveniences, difficulties, slights, unpleasant tasks, imper- 
fections and failures, reproofs, etc., the acceptance of all those things which 
*go against the grain’” (The Art of Mental Prayer, p. 182). 
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15. Finally, take time for prayer. Teresa was right when she wrote, 
“Humility is the principal aid to prayer.” But the converse is equally 
true, “Prayer is the principal aid to humility.” Especially, the prayer that 
is “loving attention to God.” Through such prayer, the finite self sees 
itself in the light of the infinite Self. It is convinced of its own nothing- 
ness in comparison with “the fullness of God"; its own ignorance in 
comparison with the divine wisdom; its own sinfulness in comparison with 
the divine holiness; its own selfishness in comparison with the divine love. 

In that vision no self-importance can survive. Nor is there left any 
vestige of self-will. 


NOTICES 


You will already have had the notice in the T.N.A.I. Journal regard- 
ing the conference to be held in Madras October 23-28th. The annual 
meeting of the Nurses’ Auxiliary of the C.M.A. will be held on the 


morning of October 27th. Please plan to attend and bring your friends 
with you. 


I expect to be attending a meeting of the Vellore Christian Medical 
College Council on August 24th. On the following day at Vellore there 
will be a meeting of the Executive Committee of the Auxiliary, in order 
to review the year’s work and to prepare material for the annual meeting. 
In September Dr. Wilder and I are planning on making an extensive tour 
of West Pakistan. I am looking forward to meeting many of you in 


Madras in October. 
A.M.C. 


Nursinc News is printed in English, Hindi, Telugu and Tamil. 
Subscription which includes membership fee is Rs. 2-8-0 per year. 
Entrance fee Rs. 2. Payable to Treasurer, Nurses’ Auxilary Nelson Square, 
Nagpur. (If paying by cheque, add annas six for bank commission.) 
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STANDARDIZED VITAMIN B—~COMPLEX 
(Oral) 


“B—VITAMINS ELIXIR” 


(ALBERT DAVID) 

A scientifically balanced product from synthetic and rich natural 
sources yielding the maximum therapeutic benefit in all stages of vitamin B 
deficiencies. 

COMPOSITION 


Vitamin B, (Thiamin hydrochloride) 
Vitamin B, (Riboflavin) 
Vitamin B, (Pyridoxin hydrochloride) 


Nicotinic acid 
Calcium Pantothenate 


ALBERT DAVID LIMITED 
15, Chittaranjan Avenue, Calcutta 


BOMBAY NAGPUR MADRAS 


Sind Building Netaji Market 14, Sembudoss Street 
Colaba, Block 41-45, Sitabaldi. George Town. 


VIJAYAVADA 


PHARMACEUTICALS 


bo ucdld aa 
HEPORAL VITALYN(B-C} 


(POLY VALENT LIVER EXTRACT) (VITAMIN COMPLEX) 


NEO-HEPORAL VITALYN(V-M) 


(VITAMIN 812 CONCENTRATE UAULTIVITAMINS-MINERALS COMPOUND) 


All products made under 


‘stri Laboratory control. _ 
rite for Catalogue . 
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Mission Institutions only Write for Price List 


(FATTY ACIDS FREE AND NON-IRRITANT) 
ETHYL HYDNOCARPATES (ESTERS) 


WE MANUFACTURE SPECIALLY REFINED HYDNOCARPUS WIGHTIANA 


(BY COLD PROCESS) AND COMBINATIONS WITH 
THYMOL, CREOSOTE, IODINE, CAMPHOR 
ETC, ETC, FOR 
INJECTIONS IN THE TREATMENT OF 
LEPROSY 
SUPPLIERS TO LEPER HOMES, ASYLUMS, CLINICS MAHAROGI SEVA MANDAL 
B. M. JOSEPH & CO., LABORATORIES 
XX/70, Perumanur, ERNAKULAM (S. India) 


FO 


CONVALESCENCE AND VACATION 


TRY 


BROOKLANDS MISSIONARY HOME, 


COONOOR, NILGIRI HILLS 
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LATEST FROM GERMANY 


Hemacytometer Outfit. With improved Comte 
Cover Glanses and two Blood Pipettes (RBC and WBC) with transparent tu ste poh thn 
Counting Chambers. With improved double Neubauer ruling, spare. 

Blood Pipettes. With 10” transparent rubber tubing and mouth piece. RBC or WBC. 
Hemacytometer Cover Glasses, rectangular spare. 

Micro Cover Glasses. No. 1, Sizes 3/4" and 7/8” Circies and Squares. In § oz. Wax Paper Boxes. 


Prices on Request 
ASHA SCIENTIFIC COMPANY 


Hospital and Laboratory Furnishers 
Lotkikar Mansion, 503, Girgaum Road, BOMBAY, 2 


A Dependable Source for Hospital, Laboratory and Physician Supplies. 
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e KAHN ANTIGEN e 


in 10 c.c. phials 
Supplied at Rs. 10 a phial 


Please apply to 
THE CHIEF MEDICAL OFFICER 
Swedish Mission Hospital 
TIRUPATTUR = RAMNAD DISTRICT = S. INDIA 


Ge 


Hepanemin 


Brand of 


LIVER PREPARATIONS 


HEPANEMIN FORTE HEPANEMIN COMPOUND 
Clinically tested, proteolised extract for The palatable liver preparation 


for 


injections, with an addition of Vitamin oral use with iron, copper, glycerophos- 


B, and Nicotinic Acid. phates and vitamins. 


2 ce are equivalent to 500 Gr. of fresh A valuable supplement to injection 
liver given by mouth. therapy in Macrocytic Anaemia and a 


tonic in convalescence. 
indications: 


Pernicious Anaemia, Nutritional Anaemias, Sprue, Macrocytic Anaemia of 


Pregnancy, Megalocytic Anaemias with neurological complications. 


Boxes of 6, 25 and 100 Ampoules of 2 cc and 10 cc Vials. Bottles of 6 ozs. 


for oral use 
Literature on request from Sole Distributors: 
VYAS BROTHERS LIMITED 


PRINCESS STREET, BOMBAY, 2 
Manufactured by 
SILTEN LTD., SILTEN HOUSE, HATFIELD, HERTS, ENGLAND 
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HOSPITAL 
AND 
DISPENSARY RECORDS 


Temperature Charts: Daily and Four-hourly 
Order Sheets :; Laboratory Records 


Case Records :: Operation Records 


Blood Sugar Tolerance Test Records 
Carbon Duplicate Hospital Account Book 
Dispensary Records 


THE WESLEY PRESS & PUBLISHING HOUSE 


MYSORE CITY 
AND 


THE C.M.A.I. HOSPITAL SUPPLY AGENCY 
DHAPLA BUILDING, GOVERNMENT GATE ROAD, BOMBAY 12 
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Surgeons? counts @ 
INSTRUMENTS 
| * is our pledge that in all our dealings with 
Hospital our clients—Hospitals, Surgeons, Physicians 
all over India—we. shall continue to work 
EQUIPMENT earnestly to serve them better, give them always 
& better value, fill their orders accurately and 
Day-to-day as far as possible completely and always forward 
them with the utmost speed by the cheapest 
SUPPLIES and quickest route, so that the right goods are 
3 in their hands when needed . . . . 
RUBBER GOODS 


ENAMELWARE 
ETC. 


«BOMBAY SURGICAL CO. 


TELEGRAMS: “surGico” NEW CHARNI ROAD, BOMBAY—4 


Christy Surgical Blades 


CHRISTY blades are made in 8 sizes : fy 12, 
15, 20, 21, 22 and 23. Th 


are packed 6 to a pack- 
3, ?, and ere pecked 6 to a box. 


Over 1,500,000 sold in less than 18 months 


Denier M. SHAH & COMPANY 


Ge 


B 
YEARS 
Experience 
Behind Every : 
_ Christy Blade — 
CHRI Surgical Blades Handles already specified 
that has long characterized CHRI producti, F 
CHRISTY biades make friends quickly—and hold 
permanently because they have the senra- 
new ‘wire’ cutting edge. This remarkalle 
edge was developed. aber months of constunt 
research and Ly actual test cuts smoother and with 
leas pressure than old type ‘razor ’ edge bledes. 
y CHRISTY blades are rapidly growing in accept- 


For high initial 


Sticillin Fortified 


Squibb Procaine Penicillin G for Aqueous Injection, 300,000 
units, with Buffered Penicillin G Potassium, 100,000 units 


© Easy to prepare and inject 
© Safe and painless 
© Very high initial blood level 


© Sustained action—effective level maintained 
around the clock with one injection per day 


SQUIBB 4 ceaven m PENICILLIN RESEARCH AND MANUFACTURE 


Representatives: MARTIN & HARRIS, LTD. 
CALCUTTA, BOMBAY, MADRAS, DELHI, KARACHI, CHITTAGONG, RANGOON 


| 
and ained blood levels 
na | 
— 
\ 

| | 

| 
| 
| 
| 
| 
| 

| 

| 
| | | 

| ct 

| 

om 

ones 

| 


tLe) 


¥ 


1 


BISMUTH 


A THREE- WAY ATTACK ON 


‘T.CF. Kubismide is a standardised compound of Kurchi Bismuth 
Iodide which is split up in the large intestine into its three constituents, 


Kurchi alkaloids have the amoebicidal action of emetin and are 
tees toxic. 


Bismuth decreases inflammation and alters the environment of the 


T.C.F. Kubismide is available in bottles of .25, 100, 300 and 1000 


T. F, 


KUBISMIDE 


TEDDINGTON CHEMICAL FACTORY LTD., BOMBAY 


Sole Distributors : 
W. T. SUREN & CO., LTD., ?- 0. BOX 229, BOMBAY. 1 


Branches: 
CALCUTTA: P. O. BOX 672 MADRAS: P, O. BOX 1286 
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The new antibiotic 


‘Chloromycetin’ 


Davis) 


Originally isolated from Streptomycin venezuelae 
and now synthesised in the Parke, Davis laboratories, 
this remarkable antibiotic has been found effective in 
an impressive range of infections including: 


Typhoid 

Typhus 

Scrub typhus 
Undulant fever. 

Primary atypical pneumonia 

Whooping cough 

FOR ORAL ADMINISTRATION 
Issued in bottles of 12 Kapseals each containing 0.25 gm, ‘ 


PARKE, DAVIS & Co., 
P.O. Box 88, Bombay 1 
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